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EXPERIMENTAL  PATHOLOGY  OF  THE  CENTRAL 
NERVOUS  SYSTEM  STUDIED  WITH 
VITAL  AZO  DYES* 
By  John  T.  MacCurdy,  M.  D. 

The  term  vital  stain  originated  in  1SS5  with  Ehrlich's 
publication  of  his  methylene  blue  stain  for  nerve  cells  and 
nerve  endings.  It  might  be  said,  however,  that  the  method 
began  with  Heidenhain  when  he  studied  the  excretion  of 
pigment  through  the  kidney  and  found  colored  granules  in 
the  tubuli  contorti,  for  the  essence  of  vital  staining  lies  in 
the  introduction  of  a  dye  into  the  body  of  an  animal  in  such 
doses  as  are  compatible  with  life,  and  the  study  of  its  dis- 
tribution. Of  recent  years  the  experiments  conducted  in 
Ehr lick's  laboratory  I1)  (2)  introduced  a  series  of  colored 
compounds  that  are  relatively  non-toxic  and  stored  in  various 
cells  of  the  body.  These  are  certain  of  the  azo  dyes,  most 
of  which  are  benzidine  compounds.  Vital  staining  has 
lately  come  to  mean  the  use  of  these  substances  almost 
exclusively. 

There  are  two  distinct  kinds  of  staining  found  with  this 
method.  The  first  is  a  merely  passive  type,  where  proto- 
plasm or  nucleus  or  both  are  stained  diffusely;  the  nucleus  is 
darker  than  the  surrounding  protoplasm  but  no  other  differ- 
entiation of  structure  is  visible.  The  second  type  is  the 
storing  of  the  dye  in  granules  in  various  cells,  the  distribu- 
tion being  specific  for  various  organs. 

It  has  been  claimed  that  the  passive  type  in  any  verte- 
brate— at  least  when  the  nucleus  is  colored — means  the 

•This  work  was  begun  with  Prof.  Herbert  SI.  Evans  at  the  beginning  of  1912 
in  the  Pathological  and  Anatomical  Laboratories  of  the  Johns  Hopkins  Medical 
School  and  continued  in  the  laboratories  of  the  Psychiatric  Clinics  of  Munich 
and  Breslau  under  Prof.  Alzheimer.  On  completion  of  the  work  in  December, 
1912.  Prof.  Alzheimer  suggested  its  publication  in  his  "  Histologische  uttd  Histo- 
fathologische  Arbeiten  "  and  also  urged  me  to  prepare  a  preliminary  report  for 
the  "  Zeitschrift  fur  die  gesamte  Neurologie  und  Psychiatries  For  the  former 
he  had  thirty-eight  exquisite  drawings  made,  while  Dr.  Prausnitz  of  the 
Hygienic  Institute  in  Breslau  had  been  kind  enough  to  make  some  photomicro- 
graphs which  were  to  accompany  the  preliminary  report.  Both  manuscripts 
were  completed  and  sent  with  the  illustrations  to  Breslau  early  in  1913.  An 
assistant  acknowledged  their  receipt,  but  nothing  further  has  been  heard  of 
them  in  spite  of  frequent  letters  addressed  to  the  Clinic,  unless  subsequent 
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death  of  the  cell  in  question.  Przesmycki  has  reported 
mitoses  in  stained  nuclei  of  nyclotherus,  so  we  must  admit 
that  this  claim  can  not  hold  for  the  invertebrates.  The 
whole  question  has  been  discussed  by  Rosi(3)  so  we  need 
not  enter  into  it  now.  The  importance  of  this  method  for 
experimental  pathology  can  not,  however,  be  overlooked. 
With  any  known  post-mortem  technique  we  are  unable  to 
say  definitely  whether  a  freshly  injured  cell  is  dead  or  not. 
"Cloudy  swelling "  is  the  best  known,  if  not  the  only,  very 
early  indication  of  cell  change  and  it  is  undoubtedly  a 
recoverable  condition.  A  vital  dye,  on  the  other  hand, 
enters  and  stains  the  nucleus  of  an  injured  cell  within  a  few 
minutes  of  the  injury,  in  fact  it  may  do  so  instantaneously 
as  shown  by  Evans  and  Winternitz.  (4)  The  recent  beau- 
tiful work  of  Gross  (5)  with  experimental  nephritis  shows 
the  value  of  vital  staining  for  pathology.  He  claims  to  find 
as  evidence  of  cell  injury,  not  only  a  nuclear  stain,  but  also 
tine  and  coarser  colored  droplets  of  cytoplasm. 

Ribbert  (6)  was  the  first  to  determine  (with  carmin)  the 
distribution  of  foreign  pigment  granules.  BouffardC1)  at 
the  Pasteur  Institute  in  Paris  made  the  first  observations  on 
the  distribution  of  the  benzidine  dyes.  Following  came  the 
enthusiastic  reports  of  Goldmann,  (8)  (9)  whose  work,  though 
more  diffuse  than  thorough,  has  been  the  stimulus  for  much 
investigation.  According  to  these  authors  we  find  granules 
in  the  convoluted  tubules  of  the  kidneys,  in  Kupffer's 

publication  by  this  assistant  of  experiments  suggested  in  my  paper  can  be 
taken  as  evidence  that  the  manuscripts  have  not  disappeared.  As  science  has 
now  lost  a  gifted  follower,  and  the  Breslau  Clinic  its  responsible  head  in  the 
lamentable  death  of  Prof.  Alzheimer,  and  as  four  years  have  gone  by  without 
the  publication  of  this  work,  it  has  seemed  advisable  to  have 'it  appear  in 
English.  Unfortunately  the  detailed  report  is  useless  without  the  drawings,  of 
which,  of  course,  there  are  no  copies.  Luckily  some  prints  (inferior  ones)  of 
the  photomicrographs  were  retained  and  it  is  therefore  possible  to  publish  the 
preliminary  report  as  follows.  This  lengthy  explanation  has  been  made  in 
view  of  the  long  time  which  has  elapsed  between  the  completion  of  the  work 
and  its  present  publication. 

It  may  not  be  amiss  to  pay  a  tribute  of  respect  and  gratitude  to  the  memory 
of  that  gifted  man  under  whose  direction  this  work  was  done.  Neuropathology 
lost  its  greatest  worker  and  Psychiatry  one  of  its  most  human  leaders  in  the 
untimely  death  of  Prof.  Alois  Al/.heimer.  All  who  have  had  the  privilege  of 
working  in  his  laboratory  will  echo  the  statement  that  no  student  could  have  a 
keener  guidance  or  more  genial  criticism  than  that  which  Alzheimer  gave  to 
his  " Kollegen." 
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stellate  cells  of  the  liver,  in  lymph  glands,  lymphatics  and 
spleen,  in  the  subcutis,  the  interstitial  cells  of  the  testis  and 
ovary,  bone  marrow,  parathyreoids,  hypophysis,  plexus 
choroideus  and  in  occasional  cells  between  muscle  or  colla- 
gen fibres  anywhere.  Ribbert  reported  that  the  central 
nervous  system  showed  a  faint  red  (carmin)  in  the  pia  only 
and  that  there  granulated  connective  tissue  cells  were  to  be 
found.  More  recent  workers  have  all  denied  that  the  azo 
dyes  ever  appear  beyond  the  plexus  choroideus,  Goldmayin 
going  so  far  as  to  state  that  it  is  an  iron  door  shutting  off 
all  foreign  substance  from  entering  the  brain  or  cord. 
Evans  and  myself  (10)  have  shown,  however,  that  the  dye 
can  appear  under  pathological  conditions  at  least. 

In  lymph  glands,  spleen  and  liver,  the  granules  are  found 
either  in  endothelial  cells  or  cells  that  may  possibly  arise 
from  endothelium.  Of  these  latter  the  most  important  are 
the  macrophages  found  normally  in  spleen  and  lymph 
glands,  never  in  the  circulation  (normally)  and  in  the 
reparative  stage  of  inflammation.  It  has  been  hoped  that 
the  selective  function  of  these  cells  for  the  vital  stains  might 
prove  all  granulated  cells  (apart  from  the  epithelial  of 
hypophysis  and  parathyreoids)  to  have  a  common  origin 
and,  indeed,  it  seems  possible.  For  instance,  Bowman^ 
Evans  and  Winternitz  ( 1 1 )  have  demonstrated  with  vital 
stains  the  origin  of  tuberculous  giant  cells  from  Kupffer's 
stellate  cells  in  the  liver. 

The  central  nervous  system  provides  an  excellent  field 
for  investigation  of  the  problems  of  vital  staining.  There 
is  normally  so  little  dye  to  be  found  there  that  alterations 
can  easily  be  followed.  In  the  work  here  reported  I  set 
myself :  first,  to  discover  whether  the  azo  dyes  appear  nor- 
mally in  the  brain  and  cord,  and  if  so,  what  their  distribu- 
tion is;  second,  to  follow  the  changes  in  abnormal  conditions; 
third,  to  discover  if  possible  the  origin  of  the  mesodermal 
scavenging  cells;  fourth,  to  determine  something  of  the 
significance  of  the  granulations  in  general;  fifth,  to  see 
whether  the  claim  be  justifiable  that  a  nuclear  stain  means 
the  permanent  injury  of  the  cell,  and  if  so,  on  what  it  depends; 
and  finally,  to  learn  whether  all  dead  cells  are  stained,  the 
converse  of  the  former  problem. 
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TECHNIQUE. 

The  dyes  used  were  *  Trypanblau,  Vitalrotzenkerfixierbar, 
Vitalrotformolfixierbar,  and  Diaminvitalrot.  The  early 
azo  dyes  were  all  blues,  but  in  nervous  pathology  a  red  dye 
is  the  sine  qua  non,  since  our  best  counterstains  are  blue. 
For  the  three  red  dyes  I  am  indebted  to  Evans  and 
Schulemann,  who,  in  the  course  of  their  exhaustive  re- 
searches, furnished  me  with  promising  new  red  dyes. 
Vitalrotzenkerfixierbar  turned  out  to  be  the  only  one  of 
real  value. 

The  dyes  were  given  intravenously  to  rabbits  and  intra- 
peritoneally  to  dogs  and  monkeys  in  fresh  solutions  made 
with  freshly  distilled  water.  The  solutions  were  1  per 
cent  for  Trypanblau  and  Vitalrotzenkerfixierbar,  ^  per 
cent  for  Diaminvitalrot,  and  1  Yz  per  cent  Vitalrotformol- 
fixierbar.  It  is  not  necessary  to  have  the  materials  sterile 
for  intravenous  injections.  In  ninety-one  rabbits  infection 
resulted  in  only  one  case. 

A  fair  sized  rabbit  will  tolerate  15  to  20  cc.  of  Typanblau 
or  Vitalrotzenkerfixierbar  on  two  successive  days,  but  not 
always  on  the  third.  By  the  time  the  third  dose  is  given 
(the  fourth  or  fifth  day)  the  animal  is  well  stained.  A 
better  stain  is  secured  by  administering  a  given  amount 
over  a  long  period  than  by  giving  it  on  successive  days. 
A  good  result  is  obtained  by  giving  12  cc.  on  the  first, 
second  and  fourth  days.  A  monkey  receives  doses  of 
30  cc.  to  40  cc. ,  and  a  dog  30  cc.  to  50  cc.  at  the  same  time 
intervals. 

Formol  is  the  best  fixative  (injected  through  the  beating 
heart)  for  Trypanblau,  Vitalrotformolfixierbar  and  Diamin- 
vitalrot. Zenker  is  best  for  Vitalrotzenkerfixierbar,  which 
is  decolorized  by  formol,  while  Zenker  decolorizes  Trypan- 
blau very  largely.  Zenker  may  also  be  injected  when  the 
animal  is  killed  or  a  solution  of  corrosive  sublimate  may  be 
substituted. 

Frozen  sections  were  made  of  all  formol  material,  while 
the  Zenker  tissue  was  imbedded  in  paraffin.  For  the 
Trypanblau  preparations,  Neutralrot,  Vesuvin  and  Alum 

•  All  these  dyes  may  be  obtained  from  Dr,  Griibler  &  Co.,  Leipzig. 
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Cochineal  were  found  to  be  the  best  eounterstains,  while 
Toluidinblau,  or  occasionally  Methylblau,  or  Lichtgriin 
was  used  for  the  Vitalrotzenkerfixierbar  sections. 

DISTRIBUTION  OF  DYES  UNDER  NORMAL  CONDITIONS. 

No  ganglion  cell  (apart  from  local  lesions)  ever  shows 
any  stain.  I  can  state  this  confidently,  after  examining  at 
least  one  thousand  sections  of  vitally  stained  animals. 
This  holds  after  giving  180  cc.  of  Trypanblau  slowly  into 
the  jugular  vein.  A  passive  coloring  of  collagen  and 
elastic  fibres  is  often  observed,  and  of  any  fibrin  found  in 
the  blood  vessels. 

Even  after  a  single  dose  granules  are  found  in  the 
choroid  plexus  (both  endothelial  and  "  epithelial "  cells) 
and  in  the  spinal  ganglia  (capsule  cells),  while  prolonged 
search  will  usually  reveal  an  occasional  granulated  cell  in 
the  pia  or  adventitia  of  a  vessel  or  in  the  endothelium  of  a 
capillary.  The  pial  cells  containing  granules  are  the 
"endothelial  cells  "  and  have  no  relation  to  vessels.  In  a 
chronic  stain  the  whole  picture  is  intensified  so  that  in  the 
gross  the  plexus  choroideus  has  a  bright  color,  as  have  the 
posterior  root  ganglia,  and  a  faint  tinge  is  observed  in  the 
pia — often  in  patches.  Microscopically  granulated  cells 
are  found  in  the  adventitia,  capillary7  endothelium,  and  pia 
in  almost  any  one-sixth  lens  field.  This  intense  stain  is 
reached  after  three  or  four  weeks,  the  dye  being  given  after 
the  initial  dose  only  once  a  week.  When  this  stage  is 
reached,  occasional  marginal  glia  cells  or  fibroblasts  in  the 
pia  may  also  be  found  containing  granules. 

These  observations  prove  that  the  vital  stains  must  pene- 
trate the  vessel  walls,  albeit  slowly,  and  be  carried  by  the 
lymph  that  oozes  around  and  between  the  ganglion  and 
glia  cells.  We  find,  too,  that  granulated  cells  occur  most 
frequently  where  there  is  greatest  lymph  flow — adventitia, 
pia,  and  posterior  root  ganglia.  If  the  stains  get  into  the 
lymph  they  should  also  appear  in  the  cerebrospinal  fluid. 
This  was  tested  by  lumbar  puncture  in  a  dog.  Four  days 
after  the  initial  dose  was  given  the  fluid  was  colorless,  but 
on  the  ninth  day,  when  a  second  puncture  was  done,  the 
color  was  distinct. 
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VITAL  STAINING  OF  INJURED  CELLS. 

For  orientation  in  the  various  problems  to  be  attacked, 
wounds  were  studied  at  intervals  from  twenty  minutes  to 
four  weeks.  The  observations  on  injured  cells  are  first  to 
be  discussed. 

Using  Trypanblau  (which  shows  the  earliest  changes) 
after  twenty  minutes  a  zone  of  ganglion  and  glia  cells  with 
pale  stain  is  found  surrounding  the  central  hemorrhage. 
The  stained  ganglion  cells  have  a  wider  distribution 
(greater  vulnerability)  than  the  glia,  and  the  color  of  those  at 
the  margins  is  paler  than  that  of  those  toward  the  center. 
It  was  determined  that  this  is  due  to  less  dye  being  supplied 
them,  the  source  of  it  being  the  cut  vessels.  The  only 
architecture  to  be  observed  is  that  the  nucleus  has  a  darker 
stain — both  nucleus  and  cytoplasm  being  a  diffuse  pale 
blue. 

A  marked  change  has  taken  place  by  one-half  hour. 
The  nuclear  stain,  in  all  cells,  is  somewhat  darker,  and  in 
those  nearest  the  center  there  is  a  concentration  of  nuclear 
substance  in  small  clumps.  Plate  I,  Figure  1,  shows  a 
group  of  these  cells.  Toward  the  bottom  are  a  number  of 
paler  staining  cells  that  resemble  the  twenty  minute  stain, 
while  toward  the  top  the  intensification  of  color  is  evident. 
In  a  few  the  clumping  of  nuclear  material  may  be  observed. 
These  small  masses  do  not  represent  chromatin,  for  their 
architecture  is  not  that  of  chromatin  except  by  accident. 
The  nucleolus  is  never  stained.  At  one  and  two  hours 
there  is  sharper  differentiation  between  the  light  and  darker 
stained  areas  due  to  the  paling  out  of  the  former.  By 
twelve  hours  this  paling  has  proceeded  till  the  appearance 
of  vacuoles  in  the  nucleus  is  given.  At  twenty- four  hours 
there  is  considerable  general  fading  of  the  stain,  and  in 
two  or  three  days  the  cells  have  apparently  disappeared. 

By  other  methods,  however,  it  can  be  shown  that  the  cells 
are  still  there,  although  the  remaining  substance  has  lost 
its  affinity  for  Trypanblau.  What  happens  is,  probably, 
that  at  twenty  minutes  the  membranes  have  been  ruptured 
and  the  nucleo-  and  cyto-plasm  are  stained  on  account  of 
an  affinity  of  the  unchanged  plasm  for  the  dye,  the  former 
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having-  the  greater.  By  one-half  hour  degenerative  changes 
have  taken  place,  producing,  in  foci,  substances  with  greater 
attraction  for  the  stain.  The  products  of  further  degenera- 
tion have  still  less  affinity  for  Trypanblau. 

With  Vitalrotformolfixierbar  the  same  phenomena  may 
be  observed.  Vitalrotzenkerfixierbar  shows  considerable 
differences.  At  one-half  hour  the  stain  is  almost  incon- 
spicuous and  does  not  reach  its  maximum  for  several  hours. 
At  twelve  hours  (Plate  I,  Fig.  2)  highly  refractile  vacuoles 
appear  in  the  nuclei;  at  twenty-four  hours  these  are  more 
conspicuous  and  later  fade  out.  The  general  stain,  how- 
ever, persists  brightly  for  ten  or  eleven  days,  and  during 
this  time  the  stained  cells  may  be  seen  being  phagocytized 
by  the  scavenging  cells. 

We  can  say,  therefore,  that  Trypanblau  has  an  affinity 
for  the  earlier  degeneration  products,  while  Vitalrotzenker- 
fixierbar  unites  more  closely  with  the  later.  !  That  there  is 
some  physico-chemical  union  in  the  staining  of  degenera- 
ting plasm  different  from  that  of  the  granules  built  up  in 
the  cytoplasm  of  endothelial  and  other  cells,  is  proved  by 
the  observation  that  formol  fixation  declororizes  the  granules 
but  not  the  injured  cells  stained  with  Vitalrotzenkerfixierbar. 

What  is  the  nature  of  these  stained  substances?  They 
are  not  lipoids,  for  they  are  insoluble  in  alcohol,  chloroform, 
ether,  benzol  or  xylol.  They  must  therefore  be  albuminous 
degeneration  products.  To  study  their  relation  to  struc- 
tures stainable  with  the  various  post-mortem  techniques, 
Vitalrotzenkerfixierbar  specimens  were  counterstained  with 
various  dyes.  The  details  of  these  observations  can  not  be 
enumerated  in  this  brief  communication.  It  may  be  men- 
tioned here,  however,  that  it  was  demonstrable  that  in  early 
injuries  the  vital  stain  was  present  in  cells  that  could  not 
be  differentiated  with  Toluidinblau  from  other  cells  contain- 
ing no  vital  dye.  Also  it  was  found  that  as  early  as  one 
hour  the  chromatin  began  to  clump  together  or  break  up, 
and  that  from  then  on  small  or  large  masses  of  chromatin 
lay  free  in  the  vitally  stained  nuclear  plasm,  showing  that 
the  nucleus  itself  had  not  shrunken  or  broken  up.  With- 
out the  vital  stain  such  cells  seem  to  have  nuclei  that  have 
shrunken,  leaving  a  clear  unstained  zone  between  chro- 
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matin  and  cytoplasm,  as  Devaux  ( 1 2 )  has  noted.  The  vital 
stain  therefore  unites  with  albuminous  substances  present  in 
largest  amounts  in  the  nucleus  and  unstai?iable  by  any  other 
method. 

Are  these  stained  cells  permanently  injured  ?  It  would 
seem  that  they  are,  for,  after  a  short  time,  all  substance 
stainable  with  the  Nissl  dyes  disappears ;  secondly,  every 
such  cell  is  sooner  or  later  phagocytized.  The  converse  is, 
however,  not  true.  By  tearing  out  the  facial  nerve  axonal 
alteration  and  disappearance  of  ganglion  cells  from  the  VII 
nucleus  were  produced.  These  animals  were  killed  at 
intervals  from  fifteen  minutes  to  four  weeks  and  in  no  in- 
stance were  stained  cells  found.  There  are  two  possible 
explanations  for  this.  First,  there  being  a  slow  fatty  de- 
generation, the  necessary  albuminous  products  are  never 
there  in  sufficient  concentration  to  show  the  stain;  or  second, 
there  being  no  lesion  of  blood  vessels,  enough  dye  was  not 
present  to  cause  a  stain.  The  importance  of  this  latter  is 
next  to  be  considered. 

We  have  seen  that  the  cells  at  the  margins  of  a  wound 
area  are  more  palely  stained  than  those  next  the  central 
hemorrhage,  presumably  because  the  serum  carrying  the 
dye  is  present  there  in  lower  concentration.  This  view  is 
confirmed  by  the  following  experiment.  A  small  embolus 
was  produced  by  injecting  lycopodium  powder  into  the 
carotid.  A  week  later  the  rabbit  was  killed.  The  infarcted 
area  was  reddish  in  the  gross,  but  under  the  microscope 
only  an  extremely  faint  red  stain  was  found  in  the  ganglion 
cells.  The  counterstained  specimens  showed  degenerated 
ganglion  cells  but  intact  glia,  demonstrating  that  the 
infarction  was  incomplete,  the  circulation  having  been  in- 
sufficient for  the  nourishment  of  the  ganglion  cells  but  not 
of  the  glia.  The  vessels  therefore  were  not  badly  injured 
and  consequently  very  little  dye  escaped.  So  we  are  justi- 
fied in  saying  that  more  than  the  normal  amount  of  dye 
oozing  in  the  brain  lymph  is  essential  to  a  stain  of  an  injured 
cell. 

A  second  factor  in  the  stain  is  the  rupture  of  the  cell  or 
nuclear  membrane.  A  small  drop  of  a  thick  suspension  of 
Vitalrotzenkerfixierbar  was  injected  into  the  cortex  of  a 
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rabbit,  which  was  killed  48  hours  later.  Stained  cells  of 
two  types  were  found  :  The  first  corresponding  to  those  of 
any  wound  where  both  nucleus  and  cytoplasm  contained 
dye  and  counterstains  showed  degenerative  changes  in  both; 
the  second,  cells  where  only  the  cytoplasm  was  stained.  The 
counterstain  showed  a  ring-formed  degeneration  of  the 
cytoplasm  but  absolutely  no  alteration  of  the  nucleus. 
Here  the  nuclear  membrane  had  withstood  the  dye  and  pro- 
tected the  enclosed  plasm,  although  there  was  a  high  con- 
centration of  dye  around  it,  judging  by  the  intensity  of  the 
stain.  Either  trauma  or  the  Vitalrotzenkerfixierbar  had 
caused  a  lesion  in  the  cell  membrane;  the  dye  had  then 
entered  and  injured  the  cytoplasm. 

A  third  factor  is  the  alteration  in  the  plasma.  If  it  be 
true  that  a  mutual  affinity  of  degenerated  cytoplasm  and 
dye  determines  the  stain,  then  a  toxic  agent  rught  to  cause 
a  stain  in  one  portion  of  a  cell,  only  if  it  act  focally.  Such 
a  picture  was  secured  by  injection  of  a  2  per  cent  cocaine 
solution,  where  one-half  of  the  cytoplasm  was  intensely 
blue  (Trypanblau)  and  the  other,  with  the  nucleus,  abso- 
lutely colorless.  By  placing  powdered  quinine  sulphate 
beneath  the  dura  a  stain  in  irregular  lines  was  secured  quite 
different  from  the  appearance  of  a  cell  killed  by  trauma. 
With  poliomyelitis  it  was  found  on  going  over  our  ( 1 3)  mate- 
rial that  the  killed  ganglion  cells  of  the  medulla,  pons 
or  spinal  cord  showed  the  same  picture.  It  was  that 
which  gave  the  c<  granular  "  appearance  noted  in  our  report. 
This  demonstrates  the  action  of  a  definite  toxin  on  the 
nerve  cells  in  this  disease  entirely  apart  from  the  mechanical 
effects  of  oedema  that  have  been  so  emphasized  by  Flex- 
ner  (14)  and  his  assistants.  This  staining  of  isolated 
portions  of  the  cytoplasm  is  the  same  as  that  described  by 
Gross  (16)  in  his  large  blue  droplets  in  the  protoplasm  of 
renal  cells  in  nephritis.  It  is  possible,  too,  that  the  stain 
reported  by  Schlecht  (16)  as  resembling  hyperchromatosis 
of  the  nuclear  membrane  is  of  this  nature. 

Before  leaving  the  subject  of  the  passive  staining  of  cells 
one  must  refer  to  Goldmann's  C1 7)  (* 8)  work.  This  inves- 
tigator claims  that  no  vital  dye  ever  succeeds  in  getting  into 
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the  central  nervous  system  unless  it  be  directly  introduced. 
He  injected  per  cent  Trypanblau  into  the  lumbar  spinal 
canal  and  found  that  the  animals  died  with  convulsions  after 
a  few  hours.  The  fixed  tissues  showed  a  deep  blue  color  in  the 
cord  and  medulla,  and  in  microscopic  sections  both  ganglion 
and  glia  cells  and  even  glia  fibres  (!)  were  stained.  I  re- 
peated these  experiments  and  found  the  stain  was  an  artefact 
due  to  the  staining  of  the  fixed  tissue  by  the  dye  present  in 
considerable  concentration. 

It  was  proved  in  the  following  ways:  first,  the  type  of 
stain  was  not  that  observed  in  any  injured  cells,  for  the 
architecture  was  represented  as  by  an  ordinary  post-mortem 
stain,  and  by  using  any  fixed  material  the  same  picture 
could  be  obtained  by  staining  with  a  weak  solution  of  Try- 
panblau; second,  the  color  tended  to  dissolve  out  in  distilled 
water,  which  never  occurs  with  injured  cells;  third,  frozen 
sections  of  injured  tissue  showed  no  blue  cells  except  in  a 
wound  purposely  made,  while  the  same  tissue  placed  in  for- 
mol  and  later  sectioned  did  exhibit  the  "  Goldmann  ' 1  stain; 
fourth,  some  animals  survived  the  convulsions  and  then 
after  36  hours  the  dye  was  found  to  have  been  absorbed 
and  the  cord  colorless. 

THE  GRANULATED  CELLS  IN  PATHOLOGICAL  CONDITIONS. 

For  orientation  the  same  wound  material  was  used  to  study 
the  occurrence  of  granulated  cells.  Plate  II,  Fig.  1,  is  a 
photomicrograph  of  a  cleared  section  of  a  wound  of  11 
days.  The  red  granules  (Vitalrotzenkerfixierbar)  show 
black.  It  is  evident  that  the  mesodermal  scavenging  cells 
have  a  great  tendency  to  build  these  granules.  But  they 
are  also  found  in  other  cells.  In  the  pia  there  are  cells  not 
showing  a  meshwork  structure,  loaded  with  granules  and 
occasional  fibroblasts  containing  them.  ^The  latter  then 
have  an  increased  protoplasm.  Here  and  there  a  cell  from 
the  marginal  glia  or  a  gliogenous  scavenging  cell  in  the  base 
of  the  wound  maybe  found  with  fine  granules.  In  the 
macrophages  and  gitter  cells  the  dye  is  never  in  vacuoles  but 
always  in  the  protoplasm,  sometimes  causing  a  bulging  in  a 
fine  strand  of  the  cytoplasm.  Plate  II,  Fig.  2,  an  enlarge- 
ment of  a  portion  of  the  section  from  which  Fig.  1  wa9 
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made,  shows  the  meshwork  structure  of  these  cells,  although 
no  counterstain  was  used  and  the  architecture  appears  only 
by  refractility. 

seems  that  the  presence  of  the  granules  indicates  a  phago- 
cytic capacity  on  the  part  of  the  cell  in  question  before  any 
morphological  change  has  taken  place.  The  evidence  in  favor 
of  this  view  is  as  follows:  In  the  first  place,  whenever 
a  cell  begins  to  exhibit  morphological  evidence  of  phago- 
cytic function  it  has  an  increase  in  granules.  For  in- 
stance, in  meningitis  the  fibroblasts  of  the  pia  with  greater 
protoplasm  and  the  marginal  glia  cells  with  beginning  mesh- 
work protoplasm  show  an  increased  deposit  of  dye  in 
processes  of  the  cells  where  the  change  is  taking  place.  In 
very  early  wounds  mesodermal  cells  are  found  in  the  walls 
of  capillaries  with  granules  before  any  macrophages  are 
found.  In  the  pia  we  have  vitally  stained  cells  in  animals 
treated  with  dyes  for  a  long  time — cells  that  can  not  be  dif- 
ferentiated from  their  neighbors  except  by  the?r  possession  of 
dye.  But  in  a  half-hour  wound  these  cells  may  grow  to  a 
large  size  and  have  engulfed  dozens  of  red  blood  cells,  while 
the  unstained  cells  show  no  change.  Similarly  in  examin- 
ing a  wound  of  3^  hours  in  a  spinal  ganglion  it  was  found 
that  large  phagocytes  were  formed  from  granulated  capsule 
cells  but  not  from  unstained  cells. 

Whenever  there  is  any  degree  of  phagocytosis  going  on 
granules  of  vital  stains  are  found.  Plate  III,  Fig.  1,  shows 
a  small  part  of  a  meningeal  exudate  (staphylococcus  aureus, 
five  days)  where  in  the  general  cell  debris  large  phagocytic 
cells  are  found  containing  a  huge  amount  of  dye.  Plate  II, 
Fig.  1,  shows  how  much  stain  there  may  be  in  a  wound. 
In  tuberculous  meningitis  the  Langhayis-Schiippel  giant 
cells  build  granules  showing  their  phagocytic  capacity. 
This  is  a  confirmation  of  the  work  of  Bowman,  Evans  and 
Winternitz  (19)  who  have  already  demonstrated  this  giant 
cell  phagocytosis  in  tuberculosis  of  the  liver.  On  the  other 
hand,  the  cell  exudates  in  hydrophobia*  and  poliomyelitis 

♦All  the  experiments  with  Lyssa  were  made  at  the  Hygienic  Institute  in  Bres- 
lau  with  the  kind  permission  of  Geheimrat  Prof.  Dr.  Robert  Pfeiffer,  to  whom 
I  wish  to  express  my  sincerest  thanks.  1  also  wish  to  record  my  gratitude  to 
his  assistants  Priv.  Doc.  Prausnitz  and  Priv.  Doc.  Baats  for  their  aid  in  the 
actual  work. 
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show  no  or  else  very  fine  granules,  proving  that  these 
exudates  are  not  primarily  phagocytic. 

We  have  already  seen  that  in  the  normal  animal  the 
distribution  of  the  dyes  suggested  that  they  were  carried 
by  the  lymph.  Their  pathological  distribution  confirms 
this  view.  A  glance  at  Plate  II,  Fig.  1,  shows  how  much 
more  of  the  dye  is  found  next  the  pia  than  in  the  depths 
of  the  wound.  As  it  escapes  from  cut  vessels  and  oozes 
toward  the  pia  it  is  naturally  concentrated  toward  the 
goal  of  drainage.  In  a  needle  stab  wound  no  granulated 
cells  are  found  at  the  bottom  of  the  wound  but  many  at 
the  pial  opening  of  this  artificial  channel.  In  the  case  of 
embolus  mentioned  above,  there  were  no  granulated  cells 
found  and  it  was  seen  that  as  the  vessels  were  not  greatly 
injured  there  could  have  been  little  escape  of  serum.  In 
the  meningitides,  on  the  contrary,  there  are  large  accumu- 
lations of  stain. 

An  accident  gave  a  beautiful  confirmation  of  this  theory. 
In  one  of  the  wounds  studied  the  probe  used  for  making  the 
wound  had  apparently  penetrated  to  the  ventricle  and  in- 
jured the  choroid  plexus,  for  four  weeks  later  it  was  found 
to  have  no  large  vessels  but  to  be  grown  through  with  new 
capillaries  and  fibroblasts.  By  this  injury  the  drainage  of 
that  half  of  the  brain  was  interfered  with,  for  every  cell  of 
the  plexus  was  full  of  dye,  the  ependymal  cells  lining  the 
ventricle  were  increased  in  size  and  contained  stain  and  the 
neighboring  glia  had  proliferated  to  form  giant  fibre-building 
cells  and  gitter  cells.  Plate  IV  shows  a  photomicrograph 
of  this  region.  The  section  was  lightly  counterstained  with 
Toluidinblau.  In  addition  the  adventitial  cells  and  the  pia 
cells  throughout  the  whole  half  of  the  brain  contained  a 
great  number  of  granules.  This  picture  so  closely  resem- 
bles the  findings  in  pseudotumor  that  it  may  be  suggested 
that  in  this  disease  we  have  an  injury  to  the  plexus  followed 
by  lymph  stasis  or,  at  least,  a  retention  of  colloid  constitu- 
ents of  the  lymph — but  one  must  not  draw  too  definite 
conclusions  from  one  case. 


13 


THE   NATURE   AND   SIGNIFICANCE  OF  VITAL 
STAIN  GRANULES. 

There  have  been  three  main  hypotheses  put  forward  to 
account  for  the  presence  of  vital  granules: 

(1)  that  they  are  preformed  granules  stained  by  the  vital 
dyes  only; 

(2)  that  they  are  particles  of  injured  protoplasm  that  are 
passively  stained  by  the  dyes  (the  injury  caused  either  by 
the  dye  itself  or  pre-existent) ; 

(3)  that  they  are  masses  of  dye  phagocytized  by  cells. 
The  first  hypothesis  may  be  ruled  out  for  two  reasons.  In 

unstained  animals  the  granules  are  not  visible  by  any  re- 
fractility.  Second,  when  we  find  cells  with  a  delicate 
protoplasm  network  the  granules  often  cause  a  bulging  out 
in  the  middle  of  a  strand  such  as  is  never  seen  in  an  unstained 
animal.  The  second  view  is  untenable  because  injured 
protoplasm  stained  with  Vitalrotzenkerfixierbar  is  not 
decolorized  by  formol,  while  the  granules  are.  The  third 
explanation  is  therefore  the  most  plausible. 

If  we  accept  the  view  that  the  dyes  are  taken  up  as  for- 
eign substances  we  may  assume  that  their  distribution  would 
represent  that  of  other  substances  of  a  similar  constitution. 
There  are  two  great  classes  of  degenerative  materials — the 
lipoids  and  the  albuminous.  Such  workers  as  de  Montet  ( 2  0 ) 
and  especially  Alzheimer  (21  )(  22)  (23)  have  determined 
the  distribution  of  the  lipoid  substances.  Now  the  albumin- 
ous substances  all  form  colloidal  solutions,  as  do  the  vital 
dyes  {Evans,  Schulemann  and  Wilborn  (24)  and  therefore  we 
may  expect  to  find  cells  in  the  central  nervous  system  reacting 
in  the  same  manner  to  both.  As  a  matter  of  fact  it  seems 
that  the  distribution  of  lipoids  and  vital  stains  is  the  same, 
with  the  exception  that  lipoids  are  produced  in  ganglion 
cells,  where  the  dyes  never  penetrate.  And  in  their  trans- 
portation they  are  alike.  We  know  that  in  pathological 
conditions,  when  a  high  degree  of  fatty  change  has  taken 
place,  fatty  substances  are  found  not  only  in  the  mesoder- 
mal cells  of  adventitia  but  also  in  the  pia.  Vital  stains  are 
also  accumulated  in  this  way.  In  marked  fatty  degenera- 
tion the  glia  may  be  loaded  with  fat.    This  condition  is 
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similarly  produced  by  injecting  a  small  quantity  of  a  dye 
directly  into  the  cortex.  Then  in  the  immediate  neighbor- 
hood the  glia  cells  are  full  of  dye,  while,  as  one  passes  away 
from  the  site  of  injection,  the  number  of  granules  in  the  glia 
cells  become  less  and  less,  and  finally  a  long  distance  away 
we  find  the  dye  only  in  the  mesodermal  elements. 

By  studying  the  distribution  of  dyes  under  normal  and 
pathological  conditions  we  may  therefore  conclude  that  in  the 
plexus  choroideus,  pia,  advenlilia  and  spinal  ganglia  there 
are  always  present  cells  whose  /miction  it  is  to  engulf  any  sub- 
stance, whether  a  product  of  degeneration  or  introduced 
from  without  the  body.  When  a  large  amomit  is  present, 
these  cells  first  increase  their  protoplasm  and  later  form  a 
meshzvork  protoplasm.  If  the  bulk  of  the  material  to  be 
scave?iged  is  too  great  for  the  mesodermal  elements  preformed 
for  that  purpose,  the  glia  and  fibroblastic  elements  assume  a 
share  of  the  burden.  As  the  load  is  increased,  they  too 
undergo  the  same  morphological  change — first  increase,  and 
then  structural  cha?ige  of  the  protoplasm. 

Under  no  circumstances  does  the  brain  ever  contain  so 
large  an  amount  of  dye  as  such  organs  of  the  lymph  glands, 
spleen,  liver,  etc.  The  reason  for  this  is  now  apparent. 
These  organs  have  a  rich  lymph  vascular  system  which  the 
brain  has  not.  Through  the  absence  of  such  a  circulation 
of  lymph  it  is  probable  that  the  cells  of  the  central  nervous 
system  are  largely  protected  from  any  chance  circulating 
toxic  substance. 

THE  ORIGIN  OF  THE  MESODERMAL  SCAVENGING  CELLS. 

The  question  of  the  origin  of  the  mesodermal  scavenging 
cells  has  interested  cerebral  histopathologists  for  many 
years.  That  they  come  from  the  pia  and  blood  vessels  of 
the  brain  is  undisputed.  The  problem  is,  are  such  adven- 
titial cells  as  evidently  develop  into  macrophages  and 
gitter  cells  ultimately  of  endothelial  origin  ?  Since  the  pres- 
ence of  vital  stain  granules  demonstrates  a  phagocytic 
capacity  on  the  part  of  a  cell  before  any  morphological 
change  has  taken  place,  it  is  reasonable  to  suppose  that  we 
might  be  able  to  determine  in  this  way  an  early  activity  on 
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the  part  of  undifferentiated  cells  and  so  conclude  that  they 
are  the  parent  cells. 

Such  is  the  case.  Farrar  (25)  has  described  changes 
in  endothelium  of  capillaries  in  the  border  of  a  wound 
after  six  hours.  But  I  have  found  granules  of  Trypanblau 
in  occasional  endothelial  cells  as  early  as  20  minutes. 
At  this  stage  there  are  no  granules  in  the  adventitial  cells. 
It  is  to  be  noted  that  only  occasional  cells  have  assumed  a 
phagocytic  function.  From  12  to  24  hours  we  find  an 
increase  in  the  number  of  adventitial  cells,  and  a  number 
of  these  have  granules.  From  24  hours  on  these  granu- 
lated adventitial  cells  are  constantly  turning  into  scavenging 
cells,  and  all  of  the  latter  contain  granules.  We  can  there- 
fore trace  a  phagocytic  activity  through  endothelial,  adven- 
titial and  scavenging  cells.  It  is  difficult  to  avoid  the 
conclusion  that  this  also  represents  the  chain  of  develop- 
ment. One  gitter  cell  was  found  developing  directly  from 
the  capillary  tube  at  12  hours  and,  of  coursW,  contained 
vital  stain.  It  is  interesting  to  note  that  the  gitter  cells 
regularly  contain  fewer  granules  than  near  lying  macro- 
phages, confirming  the  view  that  their  function  is  less 
phagocytic  than  anabolic. 

It  was  impossible  to  follow  these  changes  in  the  pia,  for 
we  have  already  noted  that,  in  a  chronic  stain  particularly, 
many  pia  cells  contain  granules,  and  it  is  from  these  that 
the  local  scavenging  cells  are  developed.  I  think  it  is  prob- 
able that-  in  the  pia  we  have  cells  developed  from  the 
endothelium  already  differentiated  into  phagocytes  (though 
not  morphologically)  whose  function  it  is  to  handle  the 
normal  waste  products  that  drain  off  through  the  pia  arach- 
noid space.  These  cells  are  therefore  a  generation  ahead 
in  development,  corresponding  to  the  occasional  adventitial 
cell  that  is  found  in  the  depths  of  the  cortex.  It  is  probable 
that  the  capsule  cells  of  the  spinal  ganglia  are  also  of  this 
type.  They  are  possessed  of  a  mild  phagocytic  capacity  and 
are  ranged  around  the  delicate  ganglion  cells  to  protect  them 
from  the  waste  products  that  are  constantly  being  drained 
off  through  the  nerve  sheaths. 
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THE  RELATION  OF  VITAL  STAINING  TO  CHEMOTHERAPY. 

It  has  been  claimed  by  Ehrlich^  Goldmann  and  others 
that  the  central  nervous  system  is  not  a  favorable  field  for 
the  use  of  the  chemotherapeutic  substances.  This  view  is 
largely  based  on  the  supposed  non-appearance  of  vital 
stains  in  the  brain  or  cord.  We  can  say  now,  however, 
that  any  chemotherapeutic  compound  applicable  elsewhere 
will  certainly  be  available  for  use  where  the  parasites  are 
located  in  the  adventitia  or  pia  or  where  there  are  lesions 
of  the  blood  vessels  sufficient  to  allow  the  escape  of  the 
serum  carrying-  the  compound. 

VARIA. 

In  the  course  of  these  experiments  some  observations 
were  made  that  may  be  of  interest. 

It  was  found  that  brain  or  cord  tissue  from  rabbits 
stained  with  Trypanblau  and  fixed  in  96  per  cent  alcohol 
was  colorless  as  long  as  the  tissue  was  kept  in  alcohol  of 
that  concentration.  But  if  the  blocks  were  put  into  70  per 
cent  alcohol  the  white  matter  turned  slowly  (one  to  three 
weeks)  blue  on  every  exposed  surface.  Sections  showed 
that  this  was  due  to  the  stain  of  a  network  running  over 
each  myelin  sheath  with  slight  swellings  at  the  point  of 
junction.  Plate  III,  Fig.  2,  shows  a  photomicrograph  of 
nerve  fibres  running  through  a  spinal  ganglion.  It  was  found 
that  the  color  was  distinctly  deeper  after  keeping  the  rabbits 
in  the  heat  of  an  incubator  until  death  ensued.  Unfortu- 
nately none  of  the  stains  secured  were  deep  enough  to  carry 
a  counterstain.  It  was  therefore  impossible  to  judge  finally 
as  to  whether  the  stained  structure  represents  anything  pre- 
viously described  or  not.  It  seemed  most  probable  that 
this  was  a  post-mortem  stain. 

In  an  endeavor  to  produce  diffuse  injury  to  cells  of  the 
central  nervous  system,  a  vitally  stained  dog  was  given 
tetany  by  removing  his  parathyreoids.  The  vital  stain 
showed  nothing  of  interest,  but  the  routine  counterstained 
specimens  indicated  that  in  this  disease  we  have  a  promising 
field  for  studying  degenerations  experimentally.  Thirty- 
six  hours  after  the  onset  of  symptoms  there  were  rows  of 
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droplets  with  basophilic  stain  in  the  cortex,  such  as 
Alzheimer  (26)  has  described;  there  was  a  marked  decrease 
of  fuchsinophilic*  substance  in  the  ganglion  cells  with  an 
increase  in  the  glia;  finally  there  were  young  amoeboid 
glia  cells  everywhere,  but  particularly  numerous  in  the  cord 
and  brain  stem. 

Summary. 

The  lipoid-insoluble  vital  Azo  dyes  leak  constantly 
through  the  walls  of  the  central  nervous  system  vessels, 
escaping  into  the  lymph  and  cerebrospinal  fluid.  Except 
in  a  chronic  stain  they  are  hard  to  detect  as  they  are  present 
only  as  granules  in  scattered  cells  of  thepia  and  adventitia, 
more  frequently  in  the  choroid  plexus  and  the  capsule  cells 
of  the  spinal  ganglia.  With  very  chronic  stains,  or  under 
pathological  conditions,  when  the  permeability  of  the 
vessels  is  increased,  glia  cells  as  well  as  fibroblasts  will  take 
up  the  stain.  The  distribution  depends  on  the  volume  of 
the  lymph  flow  and  probably  gives  a  graphic  representation 
of  the  course  of  transport  of  all  degeneration  products,  and 
of  chemotherapeutic  substances. 

The  presence  of  granules  of  a  lipoid-insoluble  Azo  dye  in 
any  cell  is  an  indication  of  phagocytic  capacity  on  the  part 
of  such  a  cell,  the  granules  being  formed  by  phagocytosis 
of  the  dyes  from  the  colloidal  solution  in  which  they  are 
present  in  the  lymph;  granules  are  formed  in  these  cells 
before  any  morphological  change  has  taken  place.  The 
presence  or  amount  of  vital  stain  granulation  in  any  experi- 
mentally produced  condition  will  therefore  demonstrate  : 
(1)  the  permeability  of  the  vessel  walls  at  the  site  of  the 
lesion;  (2)  the  phagocytic  capacity  of  the  surrounding 
cells,  whether  they  be  fixed  tissue  or  exudate  cells.  In 
this  way  it  was  shown  that  there  are  fixed  tissue  cells  con- 
stantly present  in  the  pia  that  are  capable  of  becoming 
rapacious  phagocytes  within  one-half  hour  and  that  the 
capsule  spinal  ganglion  cells  have  a  similar  capacity. 

By  following  the  appearance  of  granules  in  the  sur- 
rounding tissues  it  was  possible  to  demonstrate  that  the 

*  I  am  indebted  to  Dr.  Charles  I.  Lambert  for  the  fuchsin  stains. 
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mesodermal  scavenging  cells  are  derived  from  the  endo- 
thelium of  the  capillary  tubes  (at  least  in  the  depths  of  the 
cortex). 

In  addition  to  stain  granules  in  the  protoplasm  of  phago- 
cytic cells,  there  is  a  passive  type  of  staining  in  which 
nucleus  and  cytoplasm  are  stained  diffusely  with  no  archi- 
tectural detail  beyond  a  darker  stain  in  the  nucleus.  Every 
cell  thus  stained  is  permanently  injured,  therefore  moribund 
or  dead.  The  stain  depends  on  the  mutual  affinity  of  the 
dye  and  albuminous  degeneration  products  which  are  not 
demonstrable  by  any  post-mortem  technique  and  are  inde- 
pendent of  Nissl  bodies,  chromatin,  fibrils  and  cell  or 
nuclear  membranes.  These  substances  may  be  formed 
before  any  morphological  change  has  taken  place  that  is 
demonstrable  by  post-mortem  methods,  and  are  constantly 
changing  their  physico-chemical  properties  as  is  evidenced 
by  their  behavior  with  the  vital  stains.  Such  substances  are 
produced  in  greater  amount  in  nuclear  than  in  cell-body 
plasm,  and  persist  after  all  material  has  disappeared  which 
is  stainable  after  fixation  of  the  tissue.  By  counterstaining 
it  is  shown  that  pyknosis  means  only  the  clumping  together 
of  the  chromatin  and  not  the  contraction  of  the  nucleus  as 
a  whole,  which  does  not  change  its  size.  By  means  of  vital 
staining  we  can  distinguish  between  cells  killed  by  trauma 
and  by  toxins.  In  this  way  it  was  proved  that  the  oedema 
and  hemorrhage  in  acute  poliomyelitis  are  not  alone 
responsible  for  the  death  of  the  cells. 

All  killed  cells  are  not  vitally  stained,  for  under  conditions 
of  normal  blood-vessel-permeability  enough  dye  is  not  cir- 
culating in  the  lymph  of  the  central  nervous  system  to  give 
a  distinct  stain  to  an  injured  cell. 
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PLATE  I. 


Fig.  1.  Wound  of  one-half  hour  in  cortex  of  rabbit; 
cleared  section,  vital  stain,  Trypanblau.  Dark  stained  cell- 
bodies  and  nuclei  are  of  killed  ganglion  cells,  the  denser 
stain  in  those  towards  the  top  being  in  cells  lying  nearer 
the  wound.  Clumping  of  the  nuclear  material  may  be 
observed  on  close  inspection  in  the  two  middle  cells  and  in 
a  third  lying  to  the  left  of  these. 

Fig.  2.  Wound  of  twelve  hours  in  cortex  of  rabbit; 
cleared  section,  vital  stain,  Vitalrotzenkerfixierbar.  All  the 
darker  stained  cell-bodies  are  of  killed  ganglion  cells,  with 
refractile  vacuoles  in  the  nuclei. 
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PLATE  II. 

Fig.  1.  Wound  of  eleven  days  in  the  cortex  of  a  rabbit; 
cleared  section,  vital  stain,  Vitalrotzenkerfixierbar.  The 
small  dark  masses  are  granules  of  vital  stain  in  scavenging 
cells  in  the  pia  and  running  down  into  the  depths  of  the 
wound.  Where  the  lymph  drainage  is  greatest — pia  and 
outlet  of  wound — the  concentration  of  the  dye  is  greatest. 

Fig.  2.  Portion  of  the  above  more  highly  magnified, 
showing  meshwork  structure  of  the  scavenging  cells  which 
contain  the  dye.  The  architecture  of  these  cells  appears 
only  from  the  refractility  of  the  protoplasm  strands. 
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PLATE  III. 


Fig.  1.  Meningitis  in  rabbit  (Staphylococcus  aureus,  five 
days);  cleared  section  through  exudate,  vital  stain,  Vitalrot- 
zenkerfixierbar.  The  dark  masses  are  vital  stain  present  in 
large  quantities  in  the  phagocytic  cells. 

Fig.  2.  Post-mortem  stain  with  Trypanblau  of  reticulated 
structure  running  over  sheaths  of  nerve  fibres  passing  through 
a  spinal  ganglion  of  a  rabbit.    Cleared  section. 
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PLATE  IV. 


Injury  to  the  choroid  plexus  in  a  rabbit  after  four  weeks; 
vital  stain.  Vitalrotzenkerfixierbar,  section  lightly  counter- 
stained  with  Toluidinblau.  The  dense  cells  above  show  the 
remains  of  the  plexus  with  practically  every  cell  choked  with 
vital  stain.  The  lower  half  shows  the  margin  of  the 
ventricle  where  the  ependymal  cells  are  enlarged  and  contain 
stain  and  the  underlying  glia  has  proliferated  to  produce 
giant  fibre-building  cells. 
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CLINICAL  STUDIES  IN  EPILEPSY. 
By  L.  Pierce  Clark,  M.  D., 

New  York. 

Section  IV. 

METHOD    OF    GRAPHICALLY    RECORDING    THE  MENTAL 
FACTORS   PRECIPITATING  EPILEPTIC  REACTIONS. 

In  the  psychological  study  of  the  frank  idiopathic  epilep- 
sies the  question  often  arises,  why  may  not  one  more  or  less 
definitely  predict  the  occurrence  of  seizures  in  the  individual 
case,  especially  when  definite  upsetting-  mental  factors  are 
in  evidence? 

Even  if  one  were  able  to  exclude  the  many  inciters  to 
attacks  arising  on  a  physical  basis,  such  as  are  notably  seen 
in  constipated  epileptics,  the  problem  would  still  be  far  from 
a  satisfactory  solution.  First,  because  the  real  motivation 
of  the  fit  is  frequently  unconscious,  even  though  an  obvious, 
external  and  conscious  cause  of  stress  and  irritation  be  at 
hand.  Often  a  more  or  less  definite  upsetting  episode, 
seemingly  harmless  in  itself,  produces  or  is  followed  by  an 
attack,  and  frequently  a  trying  situation  is  not  followed  by 
an  attack.  However  true  this  may  be,  the  fact  still 
remains  that  a  trained  observer  can  tell  rather  definitely 
when  an  epileptic  is  about  to  have  some  sort  of  seizure 
reaction.  These  observations  have  not  been  handled  with 
the  degree  of  careful  study  the  subject  would  seem  to 
warrant.  If  there  is  a  dynamic  element  in  the  modification 
of  the  daily  routine  of  the  epileptic  that  tends  to  produce 
or  inhibit  seizures,  our  subject  may  be  of  prime  therapeutic 
importance.  The  attacks  would  then  be  viewed  as  a  result 
of  the  degree  and  amount  of  mental  perturbation  which 
the  individual  epileptic  can  not  ordinarily  handle  in  a 
healthy  manner.  Obviously  there  are  so  many  physical  as 
well  as  psychical  factors  to  be  reckoned  with  in  the  indi- 
vidual epileptic's  life  that  we  can  outline  only  in  most 
general  terms  the  relationship  between  upsetting  types  of 
stress  and  their  sequential  epileptic  reactions.    To  compli- 
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cate  further  the  task,  the  epileptic  himself  varies  consider- 
ably from  day  to  day  in  his  ability  to  handle  his  difficulties. 
However,  for  some  time  in  the  past  not  a  few  observers 
have  striven  to  record  a  parallelism  between  certain  toxic 
states  and  epileptic  fits. 

I  have  thought  it  not  unprofitable  to  chart  some  of  the 
me?ital  states  in  their  relationship  to  the  epileptic  reactions. 
The  charts  are  self-explanatory.  It  has  been  observed,  when 
the  patient  is  living  in  a  mental  state  in  which  he  manu- 
factures his  own  interests,  he  is  happy  and  contented  and 
least  likely  to  show  epileptic  reactions.  When  he  is  acting 
under  the  direction  of  a  trainer  and  must  be  encouraged 
daily  at  his  work  and  ordinary  routine,  he  is  more  likely  to 
have  attacks.  So  soon  as  neither  condition  exists,  he  often 
falls  into  states  of  lethargy  or  day-dreaming,  and  when 
aroused  may  be  irritable  and  angry,  or  sullen  and  illy  dis- 
posed, and  then  attacks  are  not  far  distant.  States  of 
elation  also  have  a  significance  in  relation  to  attacks. 

The  charts  are  taken  from  actual  daily  observation;  all 
these  cases  are  under  my  personal  supervision,  and  so  far 
as  possible  the  existence  of  physical  factors  has  been  ruled 
out. 

Chart  No.  I. 
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pileptic  Reactions  for  Month  of  Mar,  1916. 
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Chart  I.  Beginning  March  1st,  the  patient's  interest  in 
the  routine  had  to  be  directed;  he  preferred  to  sit  in  his 
room  and  read,  becoming  irritable  when  certain  orders  were 
insisted  upon.  This  condition  lasted  up  to  the  4th.  On 
the  evening  of  the  4th  he  received  a  message  from  a  favorite 
cousin  telling  him  he  would  spend  the  following  day  with 
him.    The  patient  went  to  bed  in  a  very  happy  frame  of 
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mind.  On  getting  up  the  next  day  he  was  cheerful  and 
remarked  frequently  that  he  was  glad  he  was  going  to  see 
"someone  from  home."  The  cousin  arrived,  and  the 
patient  at  once  took  the  initiative ;  he  showed  the  cousin 
about  the  grounds,  made  arrangements  for  dinner,  played 
the  piano  for  him,  and  spent  a  very  pleasant  day.  The 
next  day,  however,  he  was  moody,  and  pouted  when  told 
to  hurry  along  with  the  morning  work.  During  the  day  he 
had  two  mild  psychic  waves.  On  the  7th  it  was  necessary 
to  direct  him  to  follow  out  his  daily  tasks.  He  showed  a 
desire  to  sit  and  dream,  and  became  irritable  when  told  he 
had  certain  duties  to  perform.  The  8th  showed  a  condition 
that  still  required  direction,  but  no  lethargy  or  irritation 
resulted.  On  the  9th  and  10th  mild  psychic  waves  were 
noted,  probably  due  to  the  suppression  of  the  irritations 
some  days  previous.  From  the  11th  to  the  15th  there  was 
an  entire  change  in  the  patient's  disposition.  He  was 
cheerful,  happy  and  contented;  his  interest  was  spontane- 
ous, and  he  produced  good  work.  From  the  16th  to  the 
20th  a  condition  of  marked  irritability  was  present. 
Nothing  seemed  "just  right."  He  did  not  want  to  follow 
out  even  the  simplest  directions,  preferring  to  be  left  alone 
in  his  room  where  he  spent  his  time  trying  to  read  although 
he  could  not  concentrate;  he  sat  and  stared  as  if  dreaming 
or  in  deep  thought,  and  was  irritated  by  being  told  it  would 
be  best  for  him  to  try  to  follow  out  the  regular  order  of 
routine.  On  the  21st  and  22nd  complete  attacks  were 
noted.  On  the  23rd  he  felt  greatly  relieved  but  could  not 
"  get  started, "  as  he  put  it.  He  was  allowed  to  rest  all 
that  day.-  On  the  24th  and  25th  he  had  mild  psychic  attacks. 
This  apparently  relieved  the  patient  completely,  for  he  at 
once  took  hold  of  things  of  his  own  accord,  as  he  had  so 
noticeably  done  on  the  11th,  and  for  more  than  a  week  his 
interest  was  spontaneous  and  he  showed  a  rapid  improve- 
ment in  all  his  work. 
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Chart  No.  II. 
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Chart  II.  It  is  important  to  note  the  disastrous  effects 
of  the  reverse  of  gentle  and  wise  training  treatment  in  pro- 
ducing the  type  of  emotional  disturbances  which  are 
frequently  seen  preceding  attacks. 

Through  a  peculiar  misunderstanding,  the  nurse  ' 1  drove  " 
this  patient  for  two  days  at  rather  top  speed.  The  enforced 
routine  chanced  upon  a  Sunday,  on  which  day  it  had  been 
customary  for  the  patient  to  rest  and  take  his  ease.  As 
usual,  on  this  morning,  he  made  preparations  to  remain  in 
his  room,  to  read  the  papers  and  write  letters.  At  this  junc- 
ture he  was  called  upon  to  take  a  long  walk,  and  he  hurried 
to  finish  the  letter  he  was  writing.  The  pace  on  the  walk 
was  unusually  severe,  he  was  rushed  along  mile  after  mile, 
but  managed  to  keep  up  pretty  well.  Although  he  tried  to 
appear  cheerful,  he  began  to  grow  rather  silent,  and  worried 
lest  they  might  be  late  for  dinner.  They  covered  about  seven 
miles,  and,  as  the  patient  had  predicted,  they  were  late  for 
dinner.  He  had  a  ravenous  appetite  but  was  not  allowed  to 
satisfy  it  by  the  usual  extra  helpings.  He  looked  disap- 
pointed but  submitted  in  silence,  and  went  to  his  room  to 
attend  to  his  belated  correspondence  and  read  the  papers. 
He  spent  but  an  hour  in  this  easy  atmosphere  when  he  was 
asked  to  go  for  another  walk.  He  now  began  to  complain, 
saying  he  felt  tired  and  had  other  things  to  do.  He  finally 
submitted  with  obvious  reluctance,  and  walked  four  miles 
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more.  Although  he  was  neither  sullen  nor  displeased,  it  was 
seen  that  his  good  humor  was  "  wearing  thin."  He  now  re- 
mained quiet,  started  no  new  Subjects  of  conversation,  and 
evinced  no  interest  in  the  topics  brought  up  by  his  compan- 
ions. Nothing  unusual  occurred  during  the  evening  as  he 
was  allowed  to  do  just  as  he  pleased.  Although  his  various 
comments  and  remarks  were  disputed,  he  showed  little 
annoyance  at  such  criticism.  He  went  to  bed  and  slept 
well.  The  next  morning  he  was  uncommunicative;  his  re- 
plies were  brief  and  it  was  quite  evident  that  he  did  not  wish 
to  talk.  His  face  was  pale  and  drawn,  and  he  appeared 
preoccupied.  He  soon  showed  that  he  wanted  to  be  left 
alone,  and  that  he  wished  to  initiate  the  usual  daily  duties 
himself.  He  began  to  question  the  nurse's  suggestions  and 
wanted  various  plans  of  work  modified,  saying:  "  I  feel  as 
though  I  want  things  to  go  along  smoothly  to-day,  and  I'd 
rather  we  should  do  this  than  what  you  have  planned." 
When  asked  if  he  were  not  feeling  well,  he  appeared  an- 
noyed and  offended,  and  answered  quickly:  "Why,  yes; 
I'm  all  right."  His  statement,  however,  was  belied  by  his 
manner  and  expression.  He  went  about  his  duties  silently 
and  with  downcast  appearance.  He  sat  at  his  desk  until 
breakfast,  which  was  unusual  as  he  most  frequently  dresses 
quickly  after  his  morning  plunge,  goes  about  singing  and 
whistling,  and  "joshes"  the  other  guests  who  are  late  in  get- 
ting up.  After  breakfast  he  was  not  allowed  the  usual  little 
rest  but  was  rushed  out  on  a  mission  several  miles  away. 
He  had  to  carry  bundles,  and  questions  were  fired  rapidly  at 
him,  put  in  such  a  manner  that  he  was  required  to  answer. 
His  opinion  was  asked,  and  then  disputed.  He  felt  as  if 
he  were  being  "kept  on  edge"  all  the  time,  and  pushed  at 
a  physical  and  mental  pace  to  which  he  was  unaccustomed. 
However,  he  stood  all  this  fairly  well,  showing  more  desire 
to  be  let  alone  than  moodiness  or  depression.  Arriving 
home,  he  at  once  lay  down  on  his  bed  and  busied  himself 
with  his  home  paper.  While  he  had  not  openly  revolted  at 
the  treatment,  he  indicated  by  his  attitude  that  the  whole 
plan  was  not  to  his  liking  and  interfered  with  his  peace  of 
mind.    He  began  to  be  more  listless  and  pale,  lapsing  into 
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a  sullen,  morose  state  in  which  he  seemed  to  "withdraw 
from  his  environment,  "  and  indulging  in  long  periods  of  deep 
thought.  After  his  dinner  he  was  sent  with  some  guests  he 
did  not  particularly  like  to  a  vaudeville  performance  and 
expressed  his  displeasure  at  being  ' '  forced  to  go  in  such  com- 
pany. ' '  After  supper  he  was  a  little  more  cheerful  although 
not  his  usual  self.  Next  morning,  the  third  day  of  his 
enforced  routine,  he  was  plainly  in  his  old  mood  of  dissatis- 
faction and  moroseness;  in  his  words,  he  "felt  sore  and 
didn 't  have  a  1  good  morning  '  for  anyone.  "  He  went  about 
his  daily  tasks  in  a  negligent,  disinterested  manner,  speak- 
ing only  when  directly  addressed.  He  had  a  sullen 
expression  and  answered  sharply.  It  was  plainly  apparent 
that  he  was  on  the  verge  of  a  "wave"  series.  A  halt  in 
the  enforced  routine  was  made,  and  he  was  allowed  his  own 
time  to  do  his  various  duties.  Still  he  showed  that  he 
thought  everything  was  wrong.  His  expression  was  dull, 
his  eyes  starey,  and  face  pale.  Tennis,  his  favorite  sport, 
was  suggested,  but  something  was  wrong  there;  then 
the  final  straw  was  a  suggestion  to  saw  wood.  He  at  once 
asked  in  a  pleading  tone  if  he  might  wood-carve.  Every- 
thing was  made  ready  for  the  carving,  the  nurse  helped  him 
with  the  more  difficult  part  of  the  work,  and  the  carving  of 
a  tray  was  hastened  along  and  finished.  This  the  patient 
sent  off  immediately  to  one  of  his  friends.  He  then  showed 
signs  of  regaining  his  spirits,  and  volunteered  that  somehow 
he  felt  better,  a  load  was  taken  off  his  mind,  etc.  The 
latent  feeling  of  irritation  had  been  stirred  too  deeply,  how- 
ever, to  be  gotten  rid  of  at  once.  At  the  dinner  table  he 
made  a  few  cutting  remarks,  but  seemed  to  gain  added 
spirits  when  he  received  no  ' '  scratch  ' '  in  the  fray .  However, 
the  great  depth  to  which  the  irritation  had  penetrated  still 
showed  itself  in  the  night  dreams.  He  dreamed  he  was 
wood-carving  and  that  he  was  conscious  he  was  going  to 
have  an  attack.  When  the  nurse  was  out  of  the  room  (a 
representation  of  his  objection  to  the  latter's  attitude  of  the 
past  two  days)  and  another  (unfriendly)  guest  sought  to 
call  the  nurse,  our  patient  showed  anger  and  said:  "You 
fool,  I'm  all  right;  I've  gotten  rid  of  it"  (the  attack). 
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The  next  day  our  patient  said:  M  I  can't  understand  why 
that  old  feeling  (epigastric  aura)  came  up  in  my  stomach 
for  the  past  two  or  three  days;  it  must  have  been  on  account 
of  the  weather,  or  something  not  going  right  outside  my 
recollection  now." 

It  may  be  added  that  no  actual  attacks  appeared  at  this 
time,  and  none  occurred  for  over  two  weeks  after  the  above 
notes  were  made,  during  which  period  the  patient  felt  neither 
depressed  nor  sad. 

Chart  No.  III. 
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Chart  III.  On  the  initiation  of  the  observation  period 
it  was  noted  that  the  patient  had  been  irritable  and  in  an  un- 
stable mood.  She  laughed  at  little  or  nothing,  became 
exhilarated  and  talked  loudly  when  in  the  company  of 
others.  She  found  fault  with  trivial  things.  On  going  to 
bed  she  had  a  grand  mal  attack.  She  passed  the  following 
day  without  attacks,  but  in  the  evening  had  another  major 
seizure  following  a  period  which  began  with  irritation,  anger, 
and  finally  elation.  Next  day  she  was  irritable  and  angry 
and  refused  to  cooperate.  The  following  day,  however, 
there  was  an  effort  on  her  part  to  comply  with  the  prescribed 
routine  but  later  in  the  day  her  interest  lagged  and  she  be- 
came irritable,  angry,  then  elated,  and  later  had  another 
grand  attack. 

On  the  5th  she  was  irritated  at  everything  and  became 
very  angry  when  directed  to  certain  duties.  But  on  the  6th 
she  again  made  an  effort  at  readjustment  and  her  interest 
for  a  time  was  spontaneous,  but  she  soon  tired,  and  lapsed 
into  a  state  of  lethargy  which  was  soon  followed  by  the  old 
irritable  state.    The  following  day  another  period  of  spon- 
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taneou's  interest  was  noted  for  a  time,  bnt  the  irritability 
soon  reappeared  and  she  had  a  grand  mal  attack. 

The  next  three  days  the  patient  appeared  happy  and  con- 
tented, going  about  her  daily  tasks  without  being  irritated 
or  annoyed,  but  on  the  11th  she  resented  being  told  by  her 
nurse  she  must  act  in  a  certain  way  when  in  the  company 
of  the  other  guests,  that  she  must  not  be  so  talkative,  etc. 
She  became  angry  and  irritable  and  remained  in  this  mood 
for  the  rest  of  the  day. 

Following  the  reactions  noted,  there  ensued  a  period  of 
freedom  from  attacks  for  over  eighteen  days.  During  this 
time  the  patient  was  active  and  cheerful,  going  about  the 
daily  routine  in  a  happy  state  of  mind.  She  devoted  her- 
self to  her  music  and  tennis  and  cooperated  with  her  nurse 
in  every  way.  About  this  time  her  mother  took  exception 
to  certain  articles  of  jewelry  and  finery  that  the  patient 
wished  to  wear.  Her  mother  took  her  to  task  rather  severely 
and  the  patient  retired  to  her  room  and  cried  for  over  an 
hour.  She  finally  went  to  her  mother  and  said  she  thought 
she  saw  the  matter  in  the  right  light  and  would  comply  with 
her  request.  This  episode  with  the  mother  took  place  at  10 
in  the  morning,  and  at  12.30  she  had  a  typical  grand  mal 
attack. 

Chart  No.  IV. 
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Chart  IV.  A  fellow  patient  died  at  the  Club,  and  this 
seemed  to  increase  the  irritable  state  already  present  when 
our  patient  arrived.  She  had  dreams  of  fright.  She  be- 
came depressed  and  moody,  sat  about  in  a  listless  fashion, 
and  became  angry  when  told  to  follow  out  the  simplest  direc- 
tions.   This  condition  lasted  from  the  1st  to  the  5th.  Then 
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for  three  days  she  tried  to  do  as  the  nurse  suggested  and  on 
each  occasion  became  elated,  laughed  and  talked  with  her 
nurse,  saying  that  she,  the  patient,  was  a  good  girl  and 
would  do  everything  she  was  told;  but  the  effort  was  too 
great,  and  out  of  the  elated  state  there  developed  first  petit 
mal  and  then  grand  attacks.  She  again  became  irritable, 
depressed,  and  made  no  effort  to  adjust  herself,  and  the 
three  days  following  she  had  attacks  of  a  more  or  less  severe 
type.  The  slightest  difficulties  seemed  mountains  to  her. 
She  complained  constantly  of  everything  and  everybody. 
She  would  put  her  hands  over  her  eyes,  jerk  her  shoulders, 
clasp  and  unclasp  her  hands,  and  otherwise  show  the 
nervous  tension  under  which  she  was  laboring. 

Then  followed  three  days  in  which  she  was  obedient, 
seemed  anxious  to  please,  and  was  solicitous  of  the  nurse's 
comfort;  but  she  soon  tired  of  this  attitude  and  became  irri- 
table. The  next  day  she  went  through  the  same  phase  of 
trying  to  keep  up  with  the  routine,  became  irritable  and  then 
elated,  and  said:  "  Oh,  my  Lord,  will  I  ever  be  like  other 
people!  "  A  slight  attack  followed,  after  which  she  became 
excited  and  angry.  She  became  angry  over  a  bill  she  had 
paid  the  newspaper  man,  and  declared  he  was  a  cheat.  She 
kept  talking  about  it  during  the  day  and  carried  it  about  in 
her  hand.  Looking  abstractedly  into  space  she  said  to  the 
nurse:  "That  bill — I  am  going  to  have  an  attack."  She 
lost  consciousness  for  a  few  seconds  and  then  began  to 
undress,  next  she  twisted  her  body,  putting  her  hands  under 
her  back  and  lifting  her  entire  body,  kicking  her  feet,  and 
laughing  and  trying  to  talk.  She  was  induced  to  lie  down, 
when  she  assumed  the  foetal  position  and  went  to  sleep. 
From  then  on  until  the  end  of  the  month  she  made  efforts  to 
keep  up  with  the  daily  routine,  but  found  fault  with  every- 
thing, becoming  excited,  irritated,  depressed  and  elated  by 
turns,  and  had  several  attacks. 
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Chart  V.  The  patient,  aged  12,  had  been  free  from 
grand  mal  attacks  for  several  weeks  when  the  following 
incident  occurred: 

Boy-like,  he  had  helped  himself  to  some  fruit  which  he 
was  not  permitted  to  indulge  in.  He  was  detected  and  cen- 
sured. He  immediately  ceased  his  spontaneous  interests 
and  did  poorly  at  directed  ones.  He  was  told  he  must  apol- 
ogize and  restore  the  stolen  fruit  and  that  his  comrades  would 
be  told  of  his  misconduct.  He  made  no  effort  toward  hand- 
ling the  situation,  was  greatly  dejected  and  experienced  a 
keen  mental  anguish.  He  had  an  intense  conflict  with  him- 
self as  to  how  he  might  get  out  of  the  situation  rather  than 
take  the  simple  course  of  acknowledging  his  fault  and  mak- 
ing apologies,  thus  regaining  the  usual  friendly  relations  of 
the  people  about  him.  He  wished  especially  not  to  be  shamed 
in  the  eyes  of  his  boy  companions.  In  this  state  of  mind 
he  went  to  bed.  He  moaned  and  tossed  in  his  sleep,  and  on 
waking  next  morning  he  was  listless  and  indifferent,  refus- 
ing to  follow  the  ordinary  routine.  All  the  forenoon  he 
continued  to  be  lethargic  and  indifferent,  gaping  and  yawn- 
ing, and  at  11  o'clock  had  a  grand  mal  attack.  Immediately 
after  the  attack,  although  he  had  made  no  effort  at  adjust- 
ing the  difficulties,  he  appeared  greatly  relieved  and  went 
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about  his  routine  duties  as  if  the  whole  matter  had  been 
quite  removed.  However,  he  was  not  amnesic  for  events 
that  had  occurred. 

The  foregoing  system  of  charting  epileptic  reactions  shows 
that  it  is  not  only  feasible  but  desirable  that  each  and  every 
case-history  should  have  a  similar  graphic  chart  for  easy 
reference  in  the  case  summary.  Inasmuch  as  the  funda- 
mentals of  the  tantrum  reactions  of  the  "  difficult  "  child 
are  embraced  in  this  scheme  of  chart  recording,  it  is  obvi- 
ous that  this  method  might  be  extended  for  use  in  other 
types  of  reactions  simpler  than  those  leading  up  to  epileptic 
seizures. 

Section  V. 

EXPEFIMENTAL  STUDY  OF  THE  MENTAL  RESTORATION  OF 
A  DETERIORATED  EPILEPTIC. 

As  has  been  suggested  a  number  of  times  in  this  study, 
the  deterioration  of  the  epileptic  may,  in  some  measure  at 
least,  be  dependent  on  mental  factors — on  the  maintenance 
of  his  interest  and  habit  reactions.  In  so  far  as  this  is 
true,  the  clinical  picture  of  this  deterioration  ought  to  be 
modifiable  and  the  best  material  with  which  to  demonstrate 
this  would  be  a  case  where  the  epilepsy  comes  on  late  in 
life  where  a  fair  foundation  of  mental  habit  has  once  ex- 
isted on  which  to  build.*  An  excellent  opportunity  for 
such  a  therapeutic  attempt  presented  itself  some  three  years 
ago  in  the  case  of  a  man  who  had  not  developed  his  con- 
vulsions until  his  3Sth  year  but  in  three  years  had  shown 

*  The  plan  of  treatment  was  aided  in  no  small  part  by  the  experience  obtained 
in  the  recovery  of  V.  A.  S.,  a  chronic  deteriorated  epileptic,  mentioned  first  as 
Case  II  in  my  article  "Curability  of  Idiopathic  Epilepsy,"  published  in  the 
Archives  of  Internal  Medicine,  January,  1912,  Vol.  9,  and  detailed  in  "  The  Nature 
and  Pathogenesis  of  Epilepsv,"  N.  V.  Medical  Journal,  February  27  to  March 
27,  1915.  In  this  case  of  extreme  memory  and  habit  disorganization  a  simple 
and  sensible  scheme  of  re-establishing  a  series  of  spontaneous  interests  was 
successfully  made  use  of.  This  case  was  also  commented  on  by  Dr.  John  T. 
MacCurdy  in  his  article  "A  Clinical  Study  of  Epileptic  Deterioration,"  PSYCHI- 
ATRIC BULLETIN,  Vol.  I,  April,  1916,  p.  257.  In  this  article  MacCurdy.  in 
addition  to  giving  an  excellent  descriptive  study  of  epileptic  dementia,  also  dis- 
cusses the  possibility  of  mental  factors  having  a  share  in  the  development  of 
the  deterioration  of  some  epileptics,  and  for  the  first  time,  he  formulates  the 
mechanisms  by  which  these  mental  factors  may  be  conceived  to  operate.  A 
study  of  MacCurdy's  paper  is  therefore  advisable  in  connection  with  this 
account  of  more  empiric  treatment. 
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grave  dementing  symptoms.  In  the  absence  at  that  time  of 
any  work  on  this  aspect  of  the  disease  the  treatment  adopted 
was  purely  empiric  but  the  results  are  no  less  instructive  on 
that  account.  Unfortunately  he  died  of  a  grippe  pneumonia 
(March  5,  1914)  after  eighteen  months  of  treatment,  so  that 
we  can  not  say  what  the  ultimate  results  might  have^been. 
The  aim  of  this  report  is,  therefore,  not  to  claim  a  specific 
therapy  for  this  condition  but  merely  to  demonstrate  how 
accurately  his  improvement  ran  parallel  to  certain  psycho- 
therapeutic experimental  measures. 

His  family  history  showed  a  definite  heredity  of  feeble- 
mindedness and  insanity  but  no  definite  epilepsy. 

The  makeup  was  distinctly  of  the  epileptic  type.  In 
school  he  was  slow  in  acquisition,  particularly  with  those 
subjects  which  required  concentration.  It  is  important  to 
note  that  his  favorite  study  was  drawing.  He  was  abnor- 
mally sensitive  in  the  school  period  of  life,  11  feeling  hurt  for 
days"  when  criticized,  and  reconciling  himself  to  discipline 
only  with  great  effort.  Later  in  life,  when  confronted  with 
mistakes,  he  tried  to  make  good  his  excuses  and  if  this 
failed  would  become  abusive,  excited  and  finally  absent 
himself  for  hours  from  the  troublesome  environment.  He 
had  few  friends  because  he  was  hypercritical  of  his  acquaint- 
ances and  insincere  in  his  protestations  of  affection.  What 
superficial  intimacies  he  enjoyed  never  lasted  long,  as  he 
was  too  self-opinionated  to  maintain  these  friendships.  In 
his  earlier  years  his  chief  interest  seemed  to  lie  in  fussing 
about  his  home,  while  later  in  life  the  interest  centered 
almost  entirely  on  his  father's  business,  which  it  was  ex- 
pected he  would  inherit.  He  never  paid  any  attention  to 
games  or  sports  of  any  kind.  In  general  one  might  say 
that  he  was  preponderantly  self-centred  with  little  ability 
to  objectivate  his  interest  or  get  in  rapport  with  others. 

It  is  hard  to  say  when  his  epilepsy  began ,  for,  years  before 
convulsions  occurred,  there  were  mental  changes  highly 
typical  of  that  disease.  This  deterioration  had  a  gradual 
onset,  the  abnormalities  of  his  character  passing  imper- 
ceptibly over  into  definite  symptoms.  On  leaving  school 
there  became  evident  an  increasing  difficulty  in  cooperating 
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with  others  and  he  grew  steadily  less  able  to  adapt  himself 
to  new  situations.  His  sensitiveness  increased  to  a  morbid 
degree,  for  on  slight  provocation  he  would  turn  irritable, 
abusive  and  finally  lapse  into  sullen  silence,  not  speaking 
to  the  offender  for  days.  Naturally,  with  this,  he  became 
less  respectful  of  the  rights  of  others  and  much  less  tactful. 
Coincidently,  his  interest  in  matters  not  directly  affecting 
himself  grew  steadily  narrower.  His  business — his  whole 
life — contracted  into  routine  ;  he  was  finicky  in  demanding 
order  and  precision.  Frequently  he  lapsed  into  day  dreams 
of  living  back  at  home  with  his  mother,  although  he  was 
married  and  had  children  of  his  own.  Interest  withdrawn 
from  the  world  around  him  centered  on  his  own  body ;  he 
became  hypochondriacal.  Worry  over  his  health  often  led 
to  restlessness  and  then  long  periods  of  sullen,  moody 
silence. 

Life  was  becoming  too  great  a  strain  on  him  and  at  38 
his  first  convulsion  occurred.  The  circumstances  are  sig- 
nificant. He  spent  a  large  part  of  one  day  at  a  business 
conference  where  he  had  great  difficulty  in  controlling  his 
annoyance  at  what  he  called  the  "  pig-headedness "  of 
his  associates.  Before  the  meeting  was  over  he  became 
pale,  restless,  trembled  and  had  a  headache.  During  the 
day  he  had  taken  little  food,  went  home  successful,  but  still 
worrying  about  the  outcome  of  his  schemes,  ate  a  hearty 
dinner  and  then  had  a  grand  mal  attack.  His  subsequent 
seizures  usually  showed  similar  prodromata.  They  repeated 
themselves  with  ever  increasing  frequency,  reaching  a  rate 
of  two  a  week. 

The  mental  changes,  which  up  to  this  time  had  been 
slowly  progressing,  now  advanced  at  greater  speed.  He 
totally  lost  his  ability  to  adapt  himself  to  anything  outside 
his  business;  interest  in  general  activities  went  with  the 
loss  of  adaptation  and  soon  the  business  itself  ceased  to 
attract  him,  although  this  was  the  last  interest  to  disappear. 
Intellectual  degradation  set  in,  for  pari  passu  with  loss  of 
interest  his  memory  faded  out.  He  was  reduced  to  staying 
at  home,  paying  no  attention  to  anything  except  to  his  appe- 
tites, disregarding  even  his  family.  With  this  inactivity  he 
naturally  began  to  suffer  physically. 
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He  came  to  me  for  treatment  after  the  convulsions  had 
been  present  for  three  years.  It  was  found  that  he  had  a 
poor  circulation,  flabby  musculature,  enterocolitis  and 
serious  constipation.  Mentally  he  lacked  any  spontaneity, 
was  dull  in  appearance  and  had  such  a  memory  defect  that 
he  could  retain  a  simple  fact  no  longer  than  a  minute  or  so. 

The  treatment,  as  has  been  said,  was  purely  experimental. 
The  first  efforts  were  naturally  directed  towards  improving 
his  physical  condition.  This  period  lasted  for  six  months 
and,  during  this  time,  although  he  became  bodily  well, 
there  was  no  result,  so  far  as  either  his  convulsive  or  deteri- 
oration symptoms  were  concerned. 

In  the  next  period  of  eighteen  months  (terminated  by  his 
death)  the  treatment  was  focussed  on  the  mental  aspects  of 
his  condition  This,  for  some  time,  seemed  a  hopeless 
task.  The  usual  routine  occupations  failed  to  awaken  a 
spark  of  enthusiasm  in  him.  He  was  put  at  cutting  wood, 
wood-carving,  shop  work  and  handicrafts  of  various  kinds 
but  all  to  no  avail.  He  neither  showed  any  interest  in  them 
nor  did  his  convulsions  diminish  in  frequency.  A  whole 
series  of  occupational  studies  were  tried — travel  and  nature 
studies,  horticulture;  these,  too,  failed  of  result.  It  now 
became  evident  that  nothing  could  be  grafted  on  him,  so 
the  more  rational  scheme  was  attempted  of  reawakening 
his  strongest  interests,  of  appealing  to  what  had  previously 
meant  most  to  him — his  feeling  of  self-importance  and  his 
business.  This  was  successful  and,  as  his  intellectual  pro- 
cesses began  to  accelerate,  the  simpler  stimuli  were  made 
more  complex. 

Inasmuch  as  he  had  shown  considerable  capacity  for 
drawing,  it  was  thought  this  would  be  the  best  method  of 
inducing  a  mental  reintegration.  He  was  asked  to  make 
maps  of  his  own  town  from  memory  (he  was  now  living  in 
another  part  of  the  country  under  treatment).  Day  by  day 
he  was  led  to  make  them  more  and  more  detailed,  drawing 
in  houses,  roads,  etc.  The  first  map  he  drew  showed  only 
crude  outlines  with  practically  no  details.  After  he  had 
made  a  map  of  his  home  town,  he  outlined  similar  detailed 
drawings  for  two  other  places.    It  was  customary  for  him 
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to  move  back  and  forth  every  six  months  from  the  country 
to  the  city.  His  capacity  to  remember  the  city,  which  he 
enjoyed  much  more  than  the  country,  was  shown  in  the 
ability  with  which  he  mapped  the  former.  In  the  city  he 
had  more  social  life,  and  it  was  more  like  the  type  of  his 
home  town. 

So  soon  as  his  interest  became  thoroughly  aroused  in  map 
drawing,  he  became  sociable  with  the  other  guests,  and 
explained  the  community  life  that  went  on  in  the  various 
places  detailed  on  his  maps.  Whereas  before  he  had  always 
been  very  retiring,  he  now  began  to  engage  in  conversations 
with  others  in  the  group.  His  main  topic  was  his  maps 
and  the  things  they  suggested  relative  to  business  and 
society.  This  created  his  first  spontaneous  topic  of  con- 
versation. 

As  a  young  man  he  had  shown  a  great  interest  in  atmos- 
pheric conditions,  the  tides,  etc.;  he  was  now  induced  to 
get  a  barometer,  whose  readings  he  took  great  pains  to 
record  morning  and  evening.  The  significance  of  the 
barometric  changes  had  been  one  of  the  chief  topics  of  con- 
versation at  home  as  they  had  a  direct  bearing  on  the  family 
business.  All  these  little  attentions  revived  his  interest  in 
his  home  surroundings  and  his  earlier  contacts  with  life 
which  he  had  so  negligently  allowed  to  fall  away.  At  this 
point  he  began  to  show  some  insight  as  to  the  manner  in 
which  his  mental  disintegration  had  come  about,  and  spon- 
taneously began  to  undertake  more  self-direction  in  carry- 
ing out  this  training  treatment.  He  turned  his  attention  to 
reviving  his  memory  and  took  more  heed  of  the  latter  than 
of  the  occurrence  of  attacks  which  had  before  filled  his 
whole  horizon. 

His  interest  still  ran  in  rather  slender  channels,  for  wood- 
carving  easily  fatigued  him  because  his  interest  in  it  was 
not  keen  except  in  so  far  as  he  saw  a  possibility  of  utilizing 
it  in  his  business.  While  carving,  he  day-dreamed  and 
watched  the  clock,  waiting  for  the  end  of  the  lessons;  and 
had  more  frequent  attacks  at  this  occupation  than  at  any 
other.  However,  when  he  carved  a  chest  for  his  family, 
placing  their  coat-of-arms  on  it,  '^he  worked  very  hard. 
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Carving  then  had  an  attraction  for  him,  which  it  never 
exerted  before.  All  handicrafts  still  remained  quite  second- 
ary to  his  interest  in  map-drawing,  especially  in  what  con- 
cerned the  exact  location  of  his  manufacturing  plant  and 
all  the  details  of  the  family  home  and  those  of  the  employees 
in  the  village.  Continuing  the  map  work,  he  drew  it  to 
scale  and  outlined  all  the  ground  plans  of  the  manufactur- 
ing plant.  The  latter  was  very  difficult  and  had  to  be 
undertaken  for  very  short  periods  of  time.  It  seemed  to 
fatigue  him  greatly  to  recollect  the  exact  proportional  rela- 
tionships of  the  various  machines  in  the  shops.  He  liked 
the  work  nevertheless,  and  so  soon  as  he  began  to  do  it 
fairly  well,  he  became  much  elated  over  the  accomplish- 
ment. 

The  improved  mental  attitude  and  interest  in  regaining 
his  memory  were  soon  reflected  in  the  lessened  severity  of 
attacks  and  their  much  less  disturbing  influence  upon  his 
daily  activities  and  interests.  After  several  months  of  this 
educational  training  his  sociability  was  noted  towards  others 
outside  the  immediate  household  where  he  lived.  Although 
he  was  still  unable  to  talk  on  varied  subjects,  he  showed  a 
willingness  to  take  an  interest  in  topics  that  were  related  to 
those  he  had  talked  about  at  home.  An  ambition  for  a 
friendly  contact  with  a  larger  group  developed  him,  and  to 
re-establish  the  social  ties  previously  allowed  to  lapse, 
became  a  sort  of  mania  with  him.  The  desire,  however, 
entailed  new  work;  in  order  to  do  this  well  he  had  to  remem- 
ber many  things  that  were  not  even  remotely  related  to  the 
subjects  which  had  been  discussed  in  his  home.  In  other 
words,  he  had  to  remember  incidents  about  which  he  had 
no  particular  personal  concern.  He  had  to  cultivate  a 
liking  for  subjects  because  the  new  acquaintances  liked 
them.  This  task  was  very  difficult,  but  still  he  persisted  as 
it  was  essential  to  the  fulfilment  of  his  aim.  In  order  to 
encourage  this  tendency  of  rebuilding  his  social  contacts, 
he  was  given  a  little  book  in  which  to  jot  down  the  names, 
characters,  and  subjects  of  interest  which  his  companions 
possessed.  He  spent  much  time  in  going  over  them,  and 
sought  continued  tutoring  in  recalling  these  data.  Even 
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after  several  months  of  this  training  he  had  to  be  prompted, 
like  a  reciting  schoolboy,  with  a  name  or  a  sentence  from 
the  book  before  he  could  undertake  these  new  conversations. 
The  amount  of  memory  defect  to  be  overcome  may  be  justly 
estimated  when  it  is  stated  that  at  the  beginning  he  could 
not  remember  a  single  name  of  his  household  associates 
with  the  exception  of  his  own  nurse. 

In  the  last  six  months  of  the  training,  he  began  to  take 
more  interest  in  plays  and  various  forms  of  entertainment. 
At  first  he  paid  attention  only  to  the  personnel  in  the  play 
productions.  So  soon  as  he  was  able  to  recall  the  substance 
and  thread  of  the  plot,  he  showed  a  genuine  enthusiasm  in 
the  performance  itself.  He  never  cared  for  moving  pictures 
as  the  rapidity  of  action  was  too  fatiguing;  the  sense  of  the 
play  was  received  only  through  the  one  avenue  of  sight 
and  he  could  not  grasp  the  meaning.  To  increase  his  fund 
of  ideas  his  companions  often  asked  him  to  give  them  a 
resume  of  the  different  acts  he  had  seen  and  what  he  con- 
sidered most  interesting  about  them.  This  scheme  enabled 
him  to  have  something  definite  to  contribute  to  his  friends, 
and  it  increased  his  own  confidence  and  self-importance. 
Of  course  the  things  he  remembered  at  first  always  had  a 
more  or  less  personal  interest.  It  was  interesting  to  note 
what  a  lopsided  view  of  plays  he  took.  His  description 
often  tallied  poorly  with  that  of  other  individuals  who  had 
witnessed  the  same  productions. 

Not  the  least  interesting  aspect  of  his  methods,  in  reawak- 
ing  his  long  disused  memory,  was  the  cleverness  with  which 
he  would  either  find  out  the  main  facts  which  he  had  lost, 
or  avoid  those  issues  in  conversation.  If  he  lacked  the 
connecting  link  of  a  particular  name,  or  the  time  a  certain 
thing  occurred,  he  would  adroitly  get  these  facts  from  his 
companions  and  then  launch  the  entire  conversation  to  suit 
himself.  The  requisitioned  data  were  always  furthest 
away  from  the  concrete  and  usually  quite  removed  from 
his  personal  interest. 

His  daily  reading  gradually  extended  from  an  almost 
complete  engrossment  in  his  little  home  paper  to  world-wide 
affairs  gleaned  from  the  city  dailies,  and  his  interest  in  the 
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activities  of  the  people  employed  in  his  manufacturing 
plant  gradually  widened. 

The  influence  which  this  improved  mental  state  had  upon 
his  everyday  life  was  interesting.  For  instance,  the  habit 
of  gorging  himself  with  food  gradually  lessened — not  that 
he  cared  less  for  it,  but  because  he  noticed  others  did  not 
do  so.  He  desired  to  conform  to  the  regulations  which 
others  adopted.  He  did  very  well  on  a  lighter  diet;  he  was 
able  to  eliminate  many  of  the  heavy  meats,  and  lost  entirely 
his  former  habit  of  over-indulging  in  sweets.  His  habits 
of  dress  also  changed.  So  soon  as  he  became  more  observ- 
ant of  people  about  him,  he  gave  up  wearing  clothes  cut 
only  in  certain  styles.  His  manner  of  dress  was  less  rigid 
and  more  easily  adapted  to  season,  time,  and  place  like  that 
of  others  about  him. 

As  his  memory  continued  to  improve  and  the  scope  of  his 
interest  increased,  he  realized  the  necessity  of  getting  rid  of 
his  disorder  so  that  he  might  again  resume  his  position  in 
the  firm.  As  he  gained  a  better  insight  into  his  innate 
defects  of  memory,  he  saw  how  necessary  it  would  be  to  rid 
himself  of  them  as  well  as  of  the  attacks.  Formerly  he  had 
thought  that  all  he  had  to  do  was  to  return  home  and  take 
entire  charge,  when  he  would  be  able  to  handle  everything 
without  counsel  or  advice.  Latterly  he  remarked,  "I  see 
now  that  I  can't  keep  up  with  the  business,  but  I  feel  I 
could  be  of  help  to  my  brothers.  Of  course  I  would  not 
attempt  to  carry  on  a  third  partnership.  I  would  do  the 
things  laid  out  for  me,  that  I  could  do  and  yet  keep  my 
health." 

One  of  the  character  alterations,  last  and  least  changed 
by  the  treatment,  was  the  feeling  of  sympathy  with  and 
confidence  in  those  concerned  with  improving  his  physical 
and  mental  welfare,  a  characteristic  so  constantly  absent  in 
epileptics.  It  always  seemed  difficult  for  him  to  desire  a 
completely  sincere  and  sympathetic  relationship.  The 
central  core  of  his  egoistic  attitude  seemed  to  preclude  the 
possibility  of  attaining  this  high  attribute;  in  consequence 
his  social  rapport,  even  when  the  treatment  had  been  long 
maintained,  was  often  not  very  strong.    It  could  be  easily 
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broken  by  the  slightest  feelings  of  suspicion  or  distrust.  A 
seeming  carelessness  or  indifference  on  the  part  of  the 
individuals  concerned  in  helping  him  with  his  problems 
was  almost  immediately  widened  into  a  chasm,  and  if  allowed 
to  endure  for  long  seemed  to  constitute  an  impassable 
barrier  to  further  progress.  It  showed  that  the  fundamental 
fault  in  his  instinctive  makeup  had  been  by  no  means  slight. 

How  far  his  progress  might  have  gone  had  he  not  died  one 
can  not  say.  It  must  be  admitted  that  here,  as  in  similar 
cases,  the  defects  in  the  primary  instincts  retarded  prog- 
ress. One  often  fails  in  restoring  memory  and  reforming 
habits,  or  at  least  in  bringing  them  up  to  the  standard  of 
normal  reactions.  The  very  nature  of  the  character  defect 
from  which  the  epileptic  suffers  precludes  this  consumma- 
tion. Undoubtedly  the  retention  of  mental  stability  in  the 
epileptic  individual  (as  in  ourselves)  must  ever  be  condi- 
tioned upon  a  willingness  and  desire  to  lose  nothing  of 
original  endowment  and  its  after-development  in  adoles- 
cence. 

To  summarize  the  case:  We  have  here  a  man  whose 
primary  endowment  of  the  epileptic  character  precluded  a 
normal  and  stable  adolescence.  In  adult  life  when  the 
stress  of  social  and  business  adaptations  became  too  great, 
his  imperfect  character  development  began  to  deteriorate. 
This  deterioration  went  on  for  years.  For  a  time  it  was 
definitely  noticeable  only  to  those  most  immediately  associ- 
ated with  him.  First  he  had  mental  reactions  of  the  epilep- 
tic type  in  various  social  and  business  settings.  As  he 
grew  older  and  the  stress  of  work  and  home  affairs  increased, 
his  defects  expressed  themselves  in  grand  mal  attacks  of  a 
classic  type.  Coincident  with  this  mishap  the  physical 
habits  on  which  the  maintenance  of  good  health  depends, 
also  underwent  dilapidation.  A  severe  form  of  chronic 
epilepby  soon  followed  and  the  patient  presented  evidences 
of  a  progressive  mental  deterioration.  Under  a  hygienic 
living  he  slowly  mended  his  physical  health.  His  epilepsy 
and  mental  deterioration,  however,  remained  unchanged 
until  the  mental  training  treatment  above  outlined  was  put 
in  operation.    In  a  period  of  eighteen  months  he  regained 
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much  of  his  memory  and  initiative.  His  mental  horizon 
was  broadened  and  his  social  interests  were  in  process  of 
restoration.  His  epileptic  attacks  were  diminished  to  one- 
half  of  their  former  frequency  and  severity.  The  improve- 
ment, which  was  slow  in  the  beginning,  gradually  extended 
from  a  pure  memory  rehabilitation  to  that  of  a  comprehen- 
sive character  restoration,  and  gave  promise  of  even  greater 
results  had  the  experiment  not  been  interrupted  by  death. 
The  case  has  been  detailed  at  some  length  to  illustrate  what 
may  possibly  be  done  for  similar  epileptic  individuals  even 
when  deterioration  is  far  advanced.  Although  many 
chronic  epileptics  may  not  entirely  recover,  one  should  not 
despair  of  improving  their  lives  to  the  advantage  of  all 
concerned. 

The  objection  might  be  made  that  the  improvement  in 
this  case  was  not  the  result  of  the  mental  treatment  but 
rather  of  a  betterment  in  some  obscure  physical  condition, 
the  relative  recovery  with  the  treatment  being  a  mere 
coincidence.  No  final  denial  of  this  claim  can  be  made, 
nor  is  this  case  cited  as  an  argument  in  f  aver  of  the  exclu- 
sively psychic  origin  of  epileptic  deterioration.  The  object 
of  the  publication  is  to  give  an  example  of  symptomatic 
improvement  proceeding  hand  in  hand  with  reawakened 
interest.  If  deductions  may  be  drawn  from  this  case  they 
would  be  that  no  superficial  nor  perfunctory  stimulation 
will  benefit  an  epileptic.  An  inherent  fundamental  interest 
must  be  touched.  Results  obtained  from  this  first  effort 
may  slowly  be  added  to,  by  the  cautious  increase  of  demands 
on  the  patient's  energy.  Progressive  improvement,  how- 
ever, comes  only  when  patient  himself  begins  to  realize 
and  conquer  his  difficulties. 

Section  VI. 

A  STUDY  OF  THE  MENTAL  MECHANISM  BY  WHICH 
ARRESTS  HAVE  BEEN  BROUGHT  ABOUT  IN 
SEVERAL  CASES  OF  EPILEPSY. 

Before  an  intensive  study  of  the  epileptic  makeup  was 
made,  the  character  and  temperament  of  such  individuals 
were  thought  to  be  caused  by  the  after-developing  disease, 


41 


but,  as  has  been  shown  by  many  careful  studies,  the  in- 
stincts and  trends  of  such  an  epileptic  constitution  antedate 
for  years  the  onset  of  the  epileptic  reactions,  and,  indeed, 
are  a  part  of  the  original  endowment.  It  has  also  been  held 
that  the  mental  deterioration  is  a  direct  result  of  the  seiz- 
ures in  spite  of  the  fact  that  many  cases  do  not  deteriorate 
in  a  life-long  epileptic  career,  while  many  other  epileptics 
having  few  seizures  deteriorate  quickly.  We  seem  to  have 
laid  too  much  stress  upon  the  seizure  phenomena  in  epilepsy 
as  causal  factors  to  the  mental  states  attending  the  disease. 

When  it  is  shown  that  a  particular  epileptic  has  begun  to 
readjust  his  bad  adaptation  to  life,  one  is  apt  to  believe  the 
cessation  of  the  attacks  has  accounted  for  the  improved  men- 
tal condition,  but  such  a  direct  causal  relationship  can  not 
be  maintained,  as  the  mental  state  often  enough  shows  signs 
of  mending  before  the  frequency  of  attacks  is  diminished. 

The  apparent  truth  of  the  matter  would  seem  to  be  that  a 
better  mental  and  physical  adjustment  enables  the  patient 
to  meet  the  fundamental  biologic  demands  of  his  existence 
more  capably.  The  mind,  therefore,  improves,  and  the 
attacks  decrease  also. 

In  giving  the  following  case  notes,  one  should  not  infer 
that  the  ordinary  regulations  of  diet  and  general  physical 
health  rules  were  not  also  used  in  treating  and  caring  for 
these  cases.  But  the  outstanding  fact  is,  that  with  the  in- 
stitution of  the  latter  alone,  the  symptoms  did  not  especially 
improve  until  the  mental  treatment  had  been  given.  The 
importance  of  the  latter  is  the  point  I  wish  to  make  in  this 
section,  a  study  of  the  end  results  in  some  arrested  cases. 

The  first  case  is  that  of  a  man  now  33  years  old,  whose 
epilepsy  first  became  pronounced  at  17  years,  although  he 
had  petit  mal  at  7  or  8  years.  With  the  exception  of  one 
attack  three  years  ago,  details  for  the  recurrence  of  which 
will  be  given,  this  man  has  had  an  arrest  of  his  epilepsy  for 
the  past  ten  years.  He  is  the  oldest  of  four  brothers.  There 
is  no  neuropathic  heredity.  The  patient  was  a  highly 
sensitive,  crying  baby;  under  a  rather  rigid  parental  disci- 
pline, he  grew  to  repress  his  violent  tempers  and  became 
quite  "rigid  "  in  his  daily  deportment.    At  7  to  8  he  got  on 
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poorly  at  school.  While  he  learned  easily  he  had  an  intense 
dislike  for  his  teacher.  He  grew  pale  and  listless  and  soon 
began  to  have  headaches,  becoming  very  irritable.  His 
sensitiveness  grew  apace;  when  punished  he  sullenly  smoth- 
ered his  resentment,  and  "set  his  teeth."  He  steadily 
became  more  rigid  in  his  cooperation  with  other  children 
and  soon  had  to  be  taken  out  of  school  at  intervals.  About 
this  time  it  was  noted  that  he  day-dreamed.  Finally,  these 
periods  of  abstraction  were  seemingly  replaced  by  petit  mal 
attacks.  The  introduction  of  an  entirely  care-free  life  soon 
brought  these  absences  under  control.  He  then  got  along 
quite  all  right  until  he  reached  his  17th  year,  at  which  time 
he  was  ready  to  graduate  from  high  school.  Close  applica- 
tion and  the  stress  of  keeping  up  with  his  class  at  this  time 
engendered  pallor,  increased  irritability  and  sensitiveness, 
and  he  finally  had  his  first  grand  mal  attack  with  tongue- 
biting  and  passing  of  urine.  Thereafter  in  the  next  four 
years  he  had  about  a  dozen  grand  mal  attacks.  He  did  poorly 
under  any  form  of  sedative  treatment,  especially  at  home. 
He  had  a  restless,  roving  type  of  disposition,  and  he  was 
permitted  latitude  in  self-direction.  He  had  vagabonded 
through  different  parts  of  the  country  on  several  occasions 
and  was  finally  allowed  to  go  into  the  Northwest,  where  he 
took  up  railroad  engineering  and  became  a  sort  of  prospect- 
ing free  lance  in  hydraulic  work  (developing  water  power 
for  railroad  companies) .  His  memory,  which  before  he  took 
up  this  life  had  steadily  grown  poorer,  improved;  his  dilap- 
idated habits  of  life  began  to  mend;  and  his  attacks  became 
less  frequent,  and  finally  ended.  However,  with  the  extra 
stress  of  forced  work  in  surveying  under  a  captious  and 
critical  "boss"  he  had  one  grand  mal  attack  some  three 
years  ago.  The  steady  increase  of  mental  stress  and  har- 
assment leading  up  to  this  recurrence  was  quite  classic  of  its 
kind.  Since  this  time  he  has  kept  himself  well  within  the 
limitations  of  his  capacity  of  endurance  and  has  been  quite 
well.  In  a  recent  communication  he  states  that  he  now 
knows  what  he  must  do  to  remain  well  and  he  intends  to 
keep  well  by  leading  the  ' '  right  kind  of  life. 1 '  From  being 
a  rather  morose,  solitary  individual,  sensitive  and  irritable 
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and  egoistic,  he  has  steadily  widened  his  fields  of  interest 
and  vital  contact  with  his  fellows  and  is  a  fairly  good 
"mixer,"  as  well  as  an  expert  autochrome  photographer 
in  what  he  terms  "God's  country." 

We  may  summarize  this  case  by  saying  we  have  here  a 
boy  with  a  not  very  intense  epileptic  makeup,  who  under 
the  stress  of  a  too  rigid  and  demanding  school  and  home 
life  developed  epileptic  reactions  of  a  mild  type.  Under  a 
freer  life  of  spontaneous  interests  he  quickly  recovered  from 
his  seizure  reactions,  but  when  the  stress  again  became  too 
severe  at  17  years  of  age,  a  definite  grand  mal  epilepsy  en- 
sued and  continued  till  a  broad  hygienic  life  was  instituted 
in  a  new  environment.  Even  under  this  life  regime  a  re- 
lapse occurred  when  too  much  stress  was  again  superimposed. 
I  may  say  that  although  at  present  this  young  man  shows  a 
full  arrest  of  his  disorder,  the  latter  might  be  reinvoked 
should  he  become  indifferent  toward  objectivating  fully  his 
keen  egoistic  personality  into  a  healthful  life  about  him  and 
also  should  he  permit  too  great  a  mental  stress  to  develop. 

Case  II  is  a  boy  of  14  years,  an  only  child,  whose  epi- 
lepsy developed  at  8.  After  a  definite  course  of  treatment 
and  a  cessation  of  attacks  for  nearly  two  years,  he  relapsed, 
but  has  been  placed  once  more  on  the  road  to  permanent 
arrest.  The  father's  makeup  was  of  the  classic  epileptic 
type  yet  he  never  had  convulsive  seizures;  when  a  young 
child  he  had  a  tantrum  which  did  not  cease  until  his  mother 
had  given  him  her  Easter  bonnet,  whereupon  he  tore  it  to 
bits  with  the  greatest  satisfaction.  All  the  father's  family 
were  stubborn,  egotistical  and  had  bad  tempers;  they  showed 
much  psychic  dilapidation  and  deterioration  before  middle 
age.  Their  mother  had  never  believed  in  discipline,  and  all 
her  children  followed  their  free  bent  in  behavior  and  conduct. 

The  mother  of  our  patient  is  a  keen,  quick,  resourceful 
woman;  she  has  found  it  almost  impossible  to  understand 
the  physical  and  mental  incapacity  for  quick  and  easy  adap- 
tation which  her  son  has  shown  in  the  home  and  school  life. 

Our  patient  walked  at  18  months  and  began  talking  rather 
late,  at  2  years.  He  was  a  crying,  difficult  baby.  He  en- 
tered public  school  at  7  but  did  poorly  there,  being  inordi- 
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nately  slow  and  inattentive,  and  at  the  end  of  two  years  he 
was  removed  on  account  of  1 '  anemia  and  nervousness. ' '  At 
10  he  attended  private  school,  but  nervousness  and  attacks 
caused  his  removal. 

The  first  epileptic  attack  came  on  after  a  period  of  pro- 
longed mental  stress  in  keeping  up  with  his  English  classes. 
One  morning-  while  hurrying  to  get  off  to  catch  a  train,  he 
complained  of  dizziness  and  immediately  fell  into  a  severe 
grand  mal  attack.  Attacks  followed  this  first  one  at  fairly 
regular  intervals  of  every  two  or  three  months  until 
January,  1914,  after  which  time  he  had  no  attacks  for  two 
years. 

In  his  early  boyhood  he  was  stubborn  and  quietly  egotis- 
tical, and  set  out  rather  determinedly  to  win  his  own  way. 
When  reprimanded  he  was  apt  to  sulk.  Not  having  an 
agile  mind  or  body  it  was  difficult  for  him  to  get  into  good 
social  contact  with  the  school  life.  He  would  sit  inactive, 
day-dream,  and  engage  in  vague  childish  speculations  which, 
as  he  said,  fairly  compensated  him  "  for  the  things  he  did 
not  get  out  of  school."  Just  before  the  first  attack  not  only 
had  school  grown  distasteful,  but  he  thoroughly  disliked 
the  badgering,  nagging  teacher,  who  insistently  urged  him  to 
conform  to  the  routine  of  the  class.  He  became  listless, 
easily  irritated,  and  "  withdrew  into  himself  "  He  then  be- 
gan to  play  less  freely  and  spontaneously  with  other  children. 
While  the  first  attack  slackened  the  pace  at  school,  he  still 
easily  grew  listless,  tired,  and  dawdled  on  all  occasions,  tak- 
ing hours  to  dress.  He  was  quite  rigid  and  nonadaptive 
even  in  simple  things;  the  slightest  misplacement  of  his  be- 
longings bothered  him  greatly.  At  the  time  he  came  under 
my  care,  some  three  months  before  the  arrest  of  attacks,  it 
was  easily  seen  that  his  interest  in  life  had  nagged,  and  his 
school  and  home  adaptations  were  steadily  growing  poorer. 

First,  he  was  taken  from  school  and  given  a  free  restful 
life  of  open-air  activities.  As  the  tension  gradually  lessened 
he  began  to  pick  up  games  and  sports  that  appealed  to  him, 
and  finally  to  read  books  of  adventure.  He  was  encour- 
aged to  take  up  music  and  to  practice  what  he  liked.  As 
his  interest  quickened,  his  application  grew  apace,  and  he 
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coordinated  better.  Finally  he  was  able  to  ride  a  wheel 
and  to  ice-skate.  He  became  more  tactful  and  obedient 
without  seeming  to  smother  an  inward  resentment  as  for- 
merly, and  instead  of  withdrawing  when  reprimanded  he 
now  was  fairly  agile  in  finding  substitutive  reactions  to 
get  square  with  situations.  He  soon  began  to  generate  a 
spontaneous  interest  in  mechanics;  this  showed  him  the 
necessity  of  gaining  a  better  general  education,  and  helped 
him  to  take  up  the  latter  with  more  zest  than  ever  before. 

After  eighteen  months  of  training  treatment  and  in  the 
absence  of  any  seizure  phenomena  it  was  decided  to  allow 
him  to  return  to  public  school,  which  was  done  for  a  full- 
time  attendance  without  the  physician's  knowledge.  He 
went  back  at  the  full-time  work  with  the  old  dislike,  although 
he  was  only  six  months  behind  the  grade  of  his  age.  Things 
would  have  gone  fairly  well,  perhaps,  if  he  had  had  some 
special  tutoring  or  a  little  more  consideration  from  the  teach- 
ers, who,  it  must  be  said,  are  often  prone  to  be  rather 
merciless  upon  a  backward  pupil.  He  was  still  poor  in  Eng- 
lish and  mathematics,  and  although  he  would  have  liked  to 
engage  in  sports  after  school,  the  extra  time  required  for  his 
studies  gave  him  little  opportunity.  The  lack  of  a  full 
amount  of  time  to  play,  once  not  cared  for,  now  became 
very  annoying,  and  it  was  often  difficult  to  get  him  to  his 
meals  when  out  playing  with  the  boys.  The  school  work 
gradually  grew  more  severe;  in  addition  to  English  and 
mathematics,  in  which  he  stood  poorly,  he  strove  to  gain  a 
standing  in  geography  which  would  enable  him  to  enter  the 
final  examinations.  An  attack  finally  occurred  on  Decem- 
ber 26  (1915).  Since  this  time  the  school  life  has  again 
been  readjusted,  and  there  have  been  no  attacks  up  to  the 
present  time. 

First  of  all  we  have  in  this  boy  the  makeup  in  which  seiz- 
ure reactions  were  induced  by  a  too  stressful  demand  at 
school.  When  he  was  withdrawn  from  this  difficulty  and 
placed  in  an  ideal  environment  with  a  chance  to  develop 
spontaneous  interests,  he  became  responsive  and  began  fully 
to  adapt  himself  to  a  proper  physical  and  mental  adoles- 
cence.   But  when  he  was  again  thrown  into  the  same 
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difficulties  he  broke  as  he  did  at  first.  He  is  now  once  more 
quite  well  adjusted  in  an  environment  comparable  to  that 
which  brought  about  the  first  arrest  two  years  ago. 

It  is  interesting  to  note  that  while  his  many  paternal  rela- 
tives had  the  epileptic  character  in  a  great  measure,  they 
probably  did  not  become  frankly  epileptic  because,  either 
by  chance  or  design,  the  grandmother  permitted  them  to  es- 
cape many  of  the  stubborn  difficulties  in  behavior  and 
conduct  which  no  doubt,  unpleasantly  antisocial  as  they  ap- 
peared, really  seem  to  have  allowed  her  children  to  escape  a 
worse  consequence  had  they  been  held  rigidly  to  an  exact 
discipline,  as  in  the  grandchild,  the  boy  under  report. 

Case  III  is  that  of  a  boy  11  years  of  age  whose  grand 
mal  epilepsy  has  been  in  arrest  for  five  years.  He  had 
attacks  usually  in  a  series  of  two  to  eight  or  ten,  and  had 
at  least  three  or  four  status  periods,  in  one  of  which  he  had 
150  grand  mal  attacks  in  a  single  day,  attended  by  delirium 
and  high  fever  (103°).  There  was  no  distinct  nervous 
disorder  in  the  family,  but  all  the  father's  relatives  had  the 
epileptic  character  in  various  degrees  of  severity.  They 
were  stubborn,  wilful,  had  tantrums  and  rages,  and  com- 
mitted acts  of  impulsive  violence.  They  were  fisher  folk 
and  at  times  had  passed  through  a  definite  lawless  career. 
Our  patient  was  an  only  child.  He  had  one  convulsion  at 
dentition.  He  was  a  crying,  stubborn,  difficult  child.  He 
attended  school  for  three  months,  his  first  trial,  at  five  years 
of  age.  It  was  not  only  difficult  for  him  to  apply  himself 
while  there  but  he  was  absolutely  incorrigible  and  could 
not  sit  still  in  the  classroom.  Even  now  when  taught  pri- 
vately he  is  able  to  study  but  an  hour,  and  thereafter  must 
be  allowed  to  play  and  do  as  he  likes.  He  was  always 
quick  and  impulsive  and  extraordinarily  overactive.  For 
instance,  in  one  of  the  half-hour  private  consultations  with 
the  mother  he  was  allowed  the  freedom  of  a  private  estate; 
during  this  time  he  picked  nearly  all  of  the  flowers  from 
the  private  flower  beds,  stoned  all  the  pigeons  from  the 
dovecote,  killed  a  cat,  broke  a  barn  door,  broke  a  whip, 
and  smashed  a  child's  cart.  Additional  minor  destructions 
gradually  came  to  light.    The  mother  thought  these  defects 
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in  behavior  were  not  particularly  unusual;  she  still  believed 
her  boy  to  be  only  a  little  less  tractable  than  others  of  his 
age.  Coupled  with  his  unbounded  egotism  he  was  very 
sensitive  and  when  reprimanded  often  cried  himself  to 
sleep  even  after  the  mildest  chastisement.  He  always  had 
to  be  the  centre  of  any  group  in  the  family  or  neighborhood 
circle.  He  never  played  any  game  in  which  he  could  not 
be  the  leader.  All  during  his  early  life  he  had  violent 
tantrums  and  was  so  irritable  that  his  parents  could  not 
talk  aloud  when  he  wished  to  go  to  sleep. 

On  close  investigation  of  this  crass  egoistic  and  super- 
sensitive boy,  one  finds  he  was  treated  with  absolutely  none 
of  the  ordinary  child  discipline.  While  it  was  possible  for 
him  to  endure  the  demands  of  home  life  with  rages  and 
tantrums,  when  these  later  had  to  be  repressed  at  school 
he  could  not  subordinate  these  crude  individualistic  ten- 
dencies; first  he  grew  listless,  then  more  irritable  and  finally 
broke  out  into  an  uncontrollable  temper,  was  punished  and 
sent  home.  As  his  mother  said,  *I  don't  know  what 
seemed  to  fret  and  irritate  him  so;  while  he  was  home  any- 
thing he  wanted  to  play  with  we  tried  to  get  him.  Of  course 
going  to  school  those  three  months  must  have  started  his 
trouble.'"  His  first  grand  mal  attack  came  on  one  night 
after  a  particularly  exasperating  day  at  school,  but  he  had 
been  steadily  growing  more  irritable  and  run  down  for 
a  month  before.  After  the  first  attack  he  still  continued  at 
school  with  all  its  steadily  accumulating  annoyances  until 
a  month  later  when  he  had  five  grand  mal  attacks  in  one 
night;  since  that  time  he  has  not  gone  to  school.  After  the 
series  of  attacks,  which  frequently  began  on  one  side  of  the 
body  or  the  other,  he  had  exhaustion  palsy  for  several  days 
in  parts  most  convulsed.  After  the  status  of  150  attacks 
the  palsy  did  not  disappear  for  a  week.  Before  all  the 
series  of   attacks   he  was  unusually  irritable,  as  if  he 

1  could  not  stand  things."  He  would  be  harder  to  manage, 
was  very  fretful,  and  "nothing  seemed  to  go  right."  But 
after  an  attack  he  would  be  quite  cheerful  and  agreeable, 
and  he   acted   as   if  he  "had   gotten   rid   of  things." 

After  a  score  or  more  of  attacks  had  occurred  following  the 
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second  occurrence  of  his  disorder  he  was  entirely  removed 
from  study  at  school  as  well  as  at  home;  his  adenoids  were 
removed  and  a  course  of  active  sedation  with  bromides 
followed  without  cessation  of  attacks.  He  then  came  under 
a  still  freer  removal  from  irritative  surroundings  and  all 
medication  for  the  disease  as  such  was  discontinued.  He 
was  allowed  to  do  just  as  he  pleased,  to  go  and  come  with 
his  father  in  the  fishing  boats  as  he  liked.  In  a  few  weeks 
the  attacks  began  to  subside  but  he  still  was  very  irritable; 
little  or  nothing  still  seemed  to  precipitate  tantrums  and 
rages,  but  the  latter  were  not  so  severe  or  prolonged.  As 
his  mother  said,  "He  no  longer  threw  things  or  assaulted 
others  with  his  fists  and  teeth." 

His  first  spontaneous  interest  in  his  environment  was  in 
the  management  of  a  boat  at  6  years  of  age.  Then  the 
attacks  began  to  subside.  He  worked  furiously  at  learning 
to  row  and  to  handle  the  sails  on  a  boat  until  he  was  abso- 
lutely exhausted,  whereupon  he  would  lie  quietly  on  the 
beach  or  fall  asleep  in  the  "net  bin  "  in  the  fishery.  Often 
he  was  so  "dead  with  sleep"  that  he  would  be  carried 
home  and  put  to  bed  without  waking  and  without  supper. 
Gradually  the  tantrums  and  rages  were  brought  under  the 
control  of  the  will  and  he  could  then  be  reasoned  with;  he 
began  to  ask  to  be  taught  simple  reading,  writing  and 
arithmetic;  but  he  wanted  only  so  much  of  these  studies 
as  he  found  immediately  necessary  for  him  to  know  in  order 
to  carry  on  his  practical  understanding  of  the  fishing 
industty,  and  any  knowledge  which  he  considered  super- 
fluous to  meet  this  requirement  made  him  restless,  irritable 
and  impatient.  Soon  after  he  began  to  read  fairly  well,  he 
contracted  the  "  catalogue  habit.  "  He  also  developed  an 
interest  in  almanacs  as  they  gave  him  knowledge  by  which 
he  could  make  out  the  time  of  the  tides  and  weather  indi- 
cations for  the  fishermen.  At  8  years  he  had  gotten  so 
he  could  play  in  a  fairly  friendly  manner  with  neighboring 
children  without  "scraps,"  and  during  the  past  year  he 
has  actually  become  popular  with  some  of  the  boys,  although 
he  is  still  not  a  little  feared  for  his  former  reputation  of 
being  a  "bruiser."    In  a  recent  interview  he  says,  "Yes, 
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I  like  to  go  to  school  (one  hour  of  private  instruction);  I 
like  the  teacher;  but  I  am  down  around  the  river  most  of 
the  time.  I  go  fishing  with  the  men  and  boys  and  can  do 
all  the  things  most  of  them  can."  "No,  I  don't  play 
baseball  as  there  are  too  many  kids  around  (meaning  the 
game  is  too  complicated  in  teamwork  for  him  to  submit 
readily  to  the  rules  and  to  take  his  turn  at  batting).  There 
is  more  fun  up  the  street,  anyway.  I  like  to  be  with  the 
men  better"  (in  that  sort  of  group  greater  freedom  is  allowed 
him  than  there  would  be  in  a  crowd  of  boys).  "Can  I 
scrap?  Golly,  yes!  Sure,  I  can  lick  any  boy  of  my  own 
age;  yesterday  I  licked  one  13  years  old.  No,  the  boys 
don't  pick  on  me;  they  leave  me  alone."  From  this 
one  may  infer  that  there  are  still  important  principles  of 
social  adjustments  for  him  to  make  in  the  future.  From 
precise  tests  one  finds  this  boy  is  about  three  years  behind 
in  school  study,  but  this  is  not  necessarily  a  defect  as  ordi- 
narily considered  as  he  probably  possesses  that  tyrpe  of 
native  shrewdness  and  common  information  equal  to  boys 
of  his  age  if  not  in  advance  of  them.  Finally,  his  mother 
writes,  "  He  is  now  more  easily  handled,  easier  to  direct, 
less  demanding  and  insistent,  and  he  daily  gains  in  docility. 
He  shows  improvement  in  conduct  all  the  time." 

Resembling  his  father  and  grandfather  in  disposition  and 
temperament,  he  is  naturally  ambitious  to  be  in  the  fishing 
business  with  them,  although  of  late  he  has  spontaneously 
become  very  much  interested  in  electricity,  and  the  workings 
of  the  wireless  in  particular.  He  has  shown  a  very  keen 
appreciation  in  reading  electrical  magazines  on  the  subject. 
However,  he  never  wants  to  read  or  be  told  any  more  of 
the  theoretical  part  of  any  subject  than  he  can  immediately 
apply  or  use.  In  closing  the  history  notes  I  may  say  that 
dietary  treatment  was  given  in  general  terms  only  and  aside 
from  an  occasional  laxative  no  medicines  were  given. 

In  a  brief  summary  we  may  say  that  we  have  here  a  boy 
of  the  extreme  classic  epileptic  makeup,  the  main  char- 
acter and  traits  of  which  seem  to  have  been  inherited  from 
the  paternal  side,  and  that,  when  the  subordination  of  the 
egoistic  tendencies  were  required  of  our  little  patient,  he 


50 


could  do  so  only  partly  and  with  exhibitions  of  tantrums, 
rages,  and  the  like.  Finally,  when  he  had  to  make  the 
next  social  adaptations,  away  from  home  in  the  school 
training  where  even  more  was  required,  he  could  not  do  so 
without  epileptic  reactions  of  a  violent  sort,  that  of  grand 
mal  seizures.  When  the  extra  social  demands  of  school 
and  its  intellectual  requirements  were  removed  he  still  con- 
tinued epileptic  both  in  character  and  behavior  independent 
of  grand  mal  attacks.  Not  until  he  found  spontaneous  in- 
terests in  boats,  fishing,  and  all  the  opportunities  such 
activities  gave  him  to  objectivate  his  individualism  did  he 
begin  to  mend  from  his  disorder.  This  boy  will  probably 
remain  well  from  the  latter  just  in  so  far  as  he  is  able  to 
gain  a  good  adaptive  and  adjustable  outlet  for  his  keen 
egoistic  desires,  or  is  able  to  submit  to  their  blocking  and 
accept  other  outlets  or  substitutes  for  them. 

Case  IV.  The  next  case  is  that  of  a  girl  now  22  years 
old  who  has  been  free  from  epileptic  reactions  for  ten  years. 
She  had  the  worst  possible  heredity,  including  alcoholism, 
insanity,  feeblemindedness  and  epilepsy  in  either  one  or 
both  parental  families.  She  was  born  a  rather  weak,  puny 
child  and  continued  so  to  her  tenth  year.  Her  epileptic 
attacks,  grand  mal  and  petit  mal  in  character,  occurred  at 
10  years  of  age.  They  continued  at  irregular  intervals  for 
two  years,  since  which  time  she  has  had  no  evidence  of  her 
disease  as  such. 

The  circumstances  surrounding  the  first  grand  mal  attack 
at  10  were  as  follows :  She  had  been  in  a  girls'  camp;  the 
food  was  rather  badly  cooked  and  served,  and  our  patient 
took  great  exception  to  this  as  well  as  the  fact  that  she  had 
to  work  in  a  garden  a  mile  from  the  camp.  After  this 
"  hurry  up  "  work  in  the  sun  she  was  compelled  to  go  to 
the  gymnasium  for  routine  exercises  which  she  disliked  in- 
tensely; then  she  had  another  long  walk  up  a  steep  hill  for 
her  dinner.  She  hated  the  teachers  and  was  easily  pro- 
voked to  stubborn  resistances  at  "anything  they  said." 
She  felt  they  worked  her  too  hard,  the  work  was  monoto- 
nous and  uninteresting,  and  she  grew  to  hate  the  whole 
scheme  of  life.    However,  she  repressed  her  dislike  all  she 
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could  and  said  nothing  in  open  revolt.  She  then  began  to 
sleep  poorly,  looked  pale  and  drawn,  and  day-dreamed  a  good 
deal  when  she  had  the  opportunity.  Soon  she  began  to 
have  attacks  of  indigestion,  and  finally  refused  food  and 
asked  to  be  released  from  the  camp  environment.  This 
request  was  delayed  in  the  hope  that  she  might  satisfactorily 
adjust  herself.  Then  the  grand  mal  attack  occurred  and 
she  was  taken  home.  The  next  two  grand  mal  attacks 
occurred  while  at  home  under  less  stressful  circumstances, 
but  the  inability  to  adapt  herself  even  to  the  home  life  to 
which  she  had  returned  from  the  camp  was  still  in  evidence. 

It  was  noticed  at  this  time  that  our  patient  had  always  had 
a  peculiarly  difficult  mental  makeup.  She  had  had  tantrums 
as  a  child  and  early  thought  that,  being  a  member  of  a 
prominent  family,  she  didn't  have  to  like  people  "if  she 
didn't  want  to."  She  was  selfish  but  sympathetic,  kind 
hearted  but  not  altruistic.  She  could  not  cooperate  with 
others  and  was  very  stubborn  and  demanding.  As  she  now 
says,  "As  a  child  I  always  had  to  have  my  own  way." 
She  was  affectionate  toward  few  people.  She  was  irritable 
and  very  sensitive.  Her  general  interests  and  activities 
were  perfunctory  and  childlike.  She  continued  habits  of 
biting  her  finger  nails,  picking  her  face,  and  sucking  her 
finger  on  going  to  sleep  until  nearly  18  years  of  age.  She 
was  little  interested  in  athletic  sports  and  did  poorly  in 
them.  Broadly  speaking,  one  may  say  that  her  emotional 
attitude  and  behavior  were  childish,  and  even  now  she  has 
many  of  these  imperfections  of  development  which  have 
not  been  eradicated. 

Upon  this  epileptic  endowment,  which  was  making  for  a 
poorer  adaptation  to  the  growing  demands  of  puberty,  was 
suddenly  thrown  the  summer  camp  life  with  its  crude  country 
setting.  The  girl  could  not  adjust  herself  to  the  new  en- 
vironment, and  the  extra  stress  entailed  soon  produced  the 
epileptic  reactions  as  just  set  forth. 

At  first  the  treatment  was  by  drug  sedation  and  repressive 
lines  of  discipline,  but  this  sort  of  life  and  treatment  seemed 
to  deteriorate  the  girl  both  physically  and  mentally.  As 
she  now  states,  "  During  the  period  in  which  I  was  having 
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attacks  my  memory  was  poor  and  my  general  interests  were 
few.  During  that  summer  I  read  one  of  Dickens'  novels, 
but  can  remember  scarcely  any  of  it  now.  I  got  so  I  didn't 
care  for  anything  or  anybody." 

After  a  year's  treatment  of  the  usual  routine  sort,  our 
patient  was  removed  from  her  rather  artificial  and  monoto- 
nous city  environment  and  placed  in  the  country  to  do  just 
as  she  pleased.  In  a  few  weeks  she  generated  a  spontane- 
ous and  continued  interest  in  birds  and  flowers  and  spent 
all  her  time  in  the  open.  Then  she  underwent  a  self-educa- 
tion which  was  good  although  desultory.  It  extended  gradu- 
ally from  the  central  interest  of  bird  life  to  flowers,  trees, 
and  animal  life  in  general.  She  then  began  to  read  and 
study  about  these  subjects.  Finally  she  undertook  work 
embracing  the  care  of  flowers,  animals  and  a  vegetable 
garden.  The  latter,  which  at  one  time  had  been  so  distaste- 
ful to  her,  now  became  the  main  object  of  her  interest,  and 
this  was  due  in  no  small  part  to  the  fact  that  the  garden 
and  animals  were  her  very  own.  When  this  life  began  to 
grow  somewhat  monotonous  and  she  had  outgrown  it,  she 
was  introduced  to  travel  and  history  with  the  ultimate  object 
of  visiting  the  countries  studied.  This  was  undertaken  and 
carried  out  with  complete  success.  At  the  present  time  she 
is  a  strong,  robust,  intelligent  girl  who  has  a  variety  of 
home  and  neighborhood  interests,  duties  and  cares.  She 
is  never  tired,  listless  or  indifferent,  and  many  occupations 
once  done  poorly  are  now  completed  with  energy  and  dis- 
patch. While  the  fundamental  character  makeup  has  not 
materially  changed  (indeed,  never  greatly  changes  in  so- 
called  cured  cases;  the  voice  sign  is  still  present),  our 
former  patient  is  now  capable  of  generating  any  number  of 
spontaneous  interests.  Balked  now  and  then  by  a  too  cen- 
sorious relative,  she  is  adroit  in  avoiding  open  conflicts  and 
assumes  fairly  well  the  control  and  management  of  all  her 
own  business  affairs.  One  can  not  help  seeing  in  such  a 
girl  the  possibility  of  a  reestablishment  of  the  epileptic  re- 
actions should  some  unforseen  circumstance  block  or  shear 
away  the  spontaneous  interests  plus  a  renewed  imposition 
of  an  intensive  mental  or  emotional  stress.    However,  at 
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present  the  permanency  of  an  arrest  or  cure  in  such  an  in- 
dividual would  seem  fairly  well  assured.  It  is  interesting 
to  note  that  the  relatives  in  this  instance  as  well  as  in  the 
case  to  follow  are  firmly  of  the  belief  that  the  "cure  "  was 
brought  about  by  simple  physical  hygiene  and  that  the 
gradually  improved  mental  adaptations  were  of  decidedly 
less  consequence  than  the  selection  of  this  or  that  particular 
article  of  diet.  This  attitude  is  prejudicial  to  the  patient's 
ultimate  welfare  and  relatives  should  be  gradually  educated 
to  the  broader  biologic  view  of  the  patient's  treatment. 

Case  V  is  that  of  a  young  man  now  20  years  old  who 
was  epileptic  for  five  years,  and  who  has  been  free  from  any 
epileptic  reactions  for  six  years.  There  is  an  epileptic  and 
neuropathic  inheritance  from  the  father's  family.  The 
paternal  grandfather  was  a  sharp,  aggressive  antisocial  in- 
dividual. He  had  violent  outbreaks  of  temper  and  seemed 
never  to  be  able  to  control  them.  The  father  had  the  same 
mental  makeup  but  under  the  grandfather's  training  learned 
to  handle  and  control  it  better.  The  mother  comments  that 
our  patient  "has  much  the  same  temperament  as  the  father 
but  controls  himself  much  better  than  either  the  grandfather 
or  father;  although  he  has  grown  lately  to  express  himself 
more  freely,  it  is  not  a  purely  destructive  willfulness  but  he 
goes  ahead  to  show  he  is  in  the  right."  The  mother  adds 
in  reference  to  her  own  makeup,  "  Once  in  a  while  I  have 
a  temper;  as  a  child  I  had  a  furious  one,  and  would  get 
angry  enough  to  knock  a  person  down.  I  now  have  it 
under  control.  I  got  the  better  of  it  by  gradually  making 
up  my  mind;  I  used  to  be  punished,  and  that  made  me  very 
much  worse.  If  I  were  shut  out  of  the  kitchen,  for  in- 
stance, I  would  go  into  a  tantrum.  If  anyone  questioned 
whether  I  was  telling  the  truth  I  would  fly  into  a  rage. 
They  used  to  tease  me  a  good  deal  just  to  start  my  temper. 
I  would  take  a  book  and  throw  it.  That  lasted  until  I  was 
about  10  years  old." 

Our  patient  was  born  a  rather  weak  child.  He  was  a 
"lively,  active  infant"  and  a  restless,  crying  baby.  He 
required  being  1 '  taken  up  a  lot, ' '  was  rocked  a  great  deal  and 
as  soon  as  he  was  asleep  and  placed  in  his  crib,  would  im- 
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mediately  awaken  and  cry  to  be  taken  up  again.  His  first 
attack  of  epilepsy  came  on  at  10.  He  had  already  found 
it  hard  to  study,  and  to  concentrate  his  mind.  He  then 
began  to  "develop"  a  temper.  He  became  very  sensitive, 
stubborn  and  set  in  ideas  relative  to  dress  and  food.  He 
said  little,  but  in  getting  him  to  adapt  himself  to  the  daily 
demands  of  living  the  mother  felt  she  was  "up  against  a 
brick  wall."  The  repressed  and  inhibited  attitude  of  the 
epileptic  period  of  the  boy's  career  is  well  shown  in  that  the 
clash  between  the  father  and  son  used  to  be  met  by  the  son's 
sulking  and  grumbling.  His  mother  states,  "He  acted  as 
though  he  were  crushed  or  had  a  sense  of  smothered  resent- 
ment, but  since  he  has  recovered  from  his  attacks  he  holds 
up  his  head  and  answers  with  spirit  if  he  thinks  his  father's 
remarks  are  unjust,  and  then  the  whole  matter  is  disposed 
of  in  short  order.  Formerly  he  felt  hurt  and  angry  when 
criticized;  now  he  takes  all  things  in  an  amused  manner 
and  often  laughs  at  absurd  demands."  Just  before  his 
first  attack  he  often  said  he  felt  under  a  great  deal  of  pres- 
sure at  school  and  was  much  hurt  by  the  sharp  criticism  of 
the  father  when  he  did  poorly  at  school.  He  began  to  look 
pale,  lethargic  and  "day  dreamy."  He  "braced"  him- 
self against  the  stress  of  home  and  school  and  finally  broke 
down  completely  in  a  series  of  attacks. 

The  grand  mal  attacks  were  often  12  or  14  daily;  he  once 
had  a  status  attack  with  temperature  and  several  days  of 
mental  and  physical  prostration  following  it.  His  natural 
characteristics  gradually  increased  upon  him  "whether  he 
had  attacks  or  not "  (he  was  free  from  attacks  for  a  year) 
until  he  became  a  morose,  irritable,  stubborn  pedantic 
invalid.  A  sedative  treatment  of  a  very  intensive  sort 
seemed  to  increase  the  attacks  and  render  him  too  stupid  to 
sit  up.  He  was  so  drugged  that  he  hallucinated  and 
suffered  from  extreme  bromism. 

First  the  sedatives  were  gradually  withdrawn,  the  diet 
made  simple  and  he  was  given  free  eliminative  treatments 
of  salines,  colonic  flushings,  etc.  Under  a  simple  hygienic 
physical  regime  the  number  and  intensity  of  attacks  were 
reduced  but  were  not  removed  altogether;  not  until  he 
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began  to  take  a  spontaneous  interest  in  camp  life,  away 
from  a  too  solicitous  parental  care  and  discipline,  did  he 
show  an  improved  mental  attitude  and  freedom  from  epilep- 
tic reactions  of  the  "  absence  "  type.  Although  he  kept  up 
some  of  the  physical  care  routine,  baths,  naps,  diet,  etc., 
he  got  entire  satisfaction  in  the  manual  and  industrial  train- 
ing school  which  he  asked  to  attend.  Gradually  he  became 
more  self-directive  in  his  study  and  work  and  began  to  plan 
his  own  education  and  activities.  He  soon  began  to  ex- 
pand his  interest  in  his  father's  business,  a  part  of  which 
he  succeeded  in  getting  under  his  own  control  and  manage- 
ment. Slowly  he  began  to  pick  up  better  mental  attitudes 
toward  sports  and  boy  and  girl  associates.  He  can  stand 
joking  and  is  as  free  and  agile  mentally  as  the  average  boy 
of  his  age.  The  voice  sign  still  persists.  He  says,  "if 
people  oppose  me,  I  hold  to  my  own  opinion  pretty  defi- 
nitely. I  think  I  could  have  even  more  liberties  and  still 
keep  my  health.  About  five  years  ago  mother  had  me  pretty 
well  under  her  control,  but  I  didn't  notice  it;  I  didn't  know 
what  a  good  time  was  then.  I  got  pretty  well  bored  being 
around  with  the  chickens  but  didn't  mind  it  so  much.  It  was 
more  the  gardening  I  disliked.  I  don't  think  I  minded  the 
routine  and  mother's  attention  then,  because  I  didn't  seem 
to  have  so  much  energy  and  I  really  didn't  know  what  a 
good  time  was.  At  present  I  don't  want  to  modify  my  diet. 
I  really  do  pretty  nearly  everything  I  want  now,  and  never 
have  much  irritation  within  the  past  two  or  three  years  even 
though  I  am  not  able  to  do  things.  I  like  camp  pretty 
well.  I  belonged  to  a  military  company  there,  and  am  now 
considered  a  member  of  the  First  Regiment." 

The  mother  was  encouraged  to  allow  her  son  to  go  to 
camp  and  enlarge  his  personal  freedom  as  he  seemed  a 
little  irrtable  and  faultfinding;  in  camp  he  led  a  free  life, 
and  mixed  in  with  men  and  boys.  He  ate  everything,  in- 
cluding mince  pie  and  bacon,  and  gained  in  weight  while 
there.  He  took  long  jaunts  after  which  he  would  return  to 
the  camp  quite  fresh  while  the  other  men  felt  fatigued. 

To  summarize,  we  have  here  a  young  man  who  probably 
had  a  double  neuropathic  inheritance  of  the  epileptigenic 
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constitution  and  who  broke  into  severe  and  frequent  epilep- 
tic reactions  of  an  intensive  sort  as  soon  as  the  school  and 
social  demands  became  too  onerous.  When  he  was  placed 
upon  a  physically  hygienic  plan  of  treatment  minus  the 
unusually  large  doses  of  bromides,  he  began  to  mend,  but, 
as  shown,  this  plan  was  not  sufficient — not  until  he  was 
given  a  proper  outlet  of  his  physical  and  mental  activities 
in  healthy  spontaneous  interests  did  he  cease  having  epilep- 
tic reactions.  It  seems  fairly  conservative  to  say  that  he 
will  remain  well  so  long  as  this  mental  and  physical  regime 
endures. 

It  is  interesting  to  note  that  at  least  four  of  these  cases 
under  report  had  as  bad  a  neuropathic  heredity  as  it  is  pos- 
sible to  imagine.  Indeed,  I  venture  to  state  that  the 
majority  of  arrested  cases  are  recruited  from  the  ranks  of 
such  epileptics.  May  it  not  possibly  be  due  to  the  fact  that 
the  epileptic  reactions  in  such  are  but  the  more  intensive 
expressions  of  their  natural  inborn  temperament  and,  as 
other  bad  mental  traits,  such  as  tempers  and  tantrums,  are 
more  easily  socialized,  and,  indeed,  are  the  only  ones  that 
can  be?* 


*  In  connection  with  the  foregoing  case-reports  I  may  briefly  cite  a  rather 
novel  case  of  arrested  epilepsy  in  a  dog.  Several  years  ago  a  skye  terrier,  prob- 
ably between  six  months  and  a  year  old.  was  rescued  from  bad  surroundings 
in  the  congested  district  of  Suffolk  Street  in  New  York  City  where  the  puppy 
was  in  abusive  hands.  He  had  been  having  many  attacks  of  what  seemed  to 
be  grand  mal  epilepsy.  He  was  taken  to  the  country  where  for  several  months 
occasional  fits  occurred,  but  under  the  influence  ot  better  surroundings  and 
kindly  care  the  dog  grew  strong  and  well  and  the  fits  ceased  so  that  for  years 
the  dog  never  had  any  more  attacks.  He  was  a  great  out-of-doors  animal  and 
never  could  be  held  even  in  a  wagon  but  loved  to  run  with  the  horse  whenever 
the  family  who  owned  him  went  anywhere.  On  such  trips  he  would  race  over 
the  fields,  hunting  woodchucks  or  rabbits,  becoming  nearly  dead  with  heat.  It 
used  to  annoy  his  owner  greatly  to  have  him  go  on  these  driving  trips  because 
whenever  a  watering  trough  was  approached  the  dog  would  swim  blissfully  in 
the  trough  and  consequently  the  water  would  not  be  fit  for  the  horse  to  drink 
from  the  dust  deported  by  the  terrier.  He  showed,  like  all  skye  terriers,  a 
great  fondness  for  the  water  and  when  warm  often  ran  off  to  the  river  to  swim 
and  cool  off  and  drink.  He  has  never  had  any  more  epileptic  attacks.  (Data 
furnished  me  by  Dr.  Edward  L.  Hanes,  Rochester,  N.  Y.) 
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Section  VII. 

SOME  THERAPEUTIC  SUGGESTIONS  ON  THE  MENTAL  THER- 
APY OF  ESSENTIAL  EPILEPSY  DEDUCED  FROM  ANALYSIS 
OF  THE  MATERIAL  OF  THIS  CLINICAL  STUDY. 

It  is  interesting-  to  note  that  the  modern  therapy  of  epi- 
lepsy has  many  heritages  from  the  past.  Two  rather  recent 
therapeutic  experiments  have  contributed  the  greater  part  of 
our  present  day  attempts  at  the  treatment  of  the  disorder. 
The  first  had  its  advent  with  Laycock's  introduction  (1851) 
of  the  bromides  as  the  ideal  sedative  treatment  for  epilepsy. 
I  venture  to  say  this  therapy,  while  having  important  and 
distinctive  advantages,  has  done  more  to  obscure  the  nature 
and  pathology  of  the  disorder  than  any  other  factor  of  re- 
cent appearance.  For  more  than  half  a  century  at  least, 
the  sedative  treatment  of  epilepsy  with  bromides  has  pre- 
vailed, and  despite  every  encouragement  to  look  upon 
epileptic  therapy  in  a  more  rational  light,  the  bromides  still 
usurp  first  place  in  any  general  plan  of  treatment. 

An  historical  resume  of  the  evil  effects  of  bromide  seda- 
tion would  cast  shame  on  medical  thought  and  practice  of 
this  period.  During  the  past  two  decades,  however,  a  more 
rational  therapeutic  theory  has  been  making  slow  progress 
against  the  sedative  conception  of  treatment.  This  phys- 
ical therapy,  of  hydrotherapy,  diet,  cleansing  enemas,  and 
a  detailed  plan  of  work  and  exercise,  is  the  principle  of  the 
latter  advance. 

Still  more  recently  we  see  a  generally  recognized  effort  to 
introduce  a  rational  psychologic  therapy  for  epilepsy.  One 
may  say  that  this  is  really  not  new,  and  is  in  accord  with 
the  modern  conception  of  mental  hygiene  and  the  more  pre- 
cise interpretation  of  the  nature  and  treatment  of  the 
psychoneuroses  and  psychoses.  It  is  simply  a  careful  effort 
to  understand  the  makeup  of  the  individual  epileptic  and 
the  mental  mechanism  of  his  disorder,  and  to  apply  broad 
yet  specific  principles  of  treatment.  In  making  a  special 
plea  for  this  type  of  therapeutic  approach,  the  fact  is  not 
lost  sight  of  that  sedatives  and  physical  therapy,  partic- 
ularly the  latter,  are  not  wiihout  value.    We  wish  merely  to 
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insist  on  the  limitations  of  this  kind  of  therapeutic  theory. 
The  enlarged  view  will  be  more  rational  and  also  more  hu- 
mane, yielding  not  a  little  of  value  in  the  way  of  a  broader 
psychologic  and  sociologic  conception  of  this  disorder.  It 
must  also  contribute  its  share  of  enlightenment  on  many  a 
similar  problem  in  adjacent  fields  of  mental  therapeutics. 

Undoubtedly  the  treatment  of  the  primary  and  fundamen- 
tal makeup  of  the  epileptic  must  be  our  main  concern  as  it 
is  a  defect  which  antedates  the  seizure  phenomena  for  years. 
Next  in  importance  for  treatment  are  the  epileptic  reactions 
shown  in  behavior  and  conduct  disorders,  which  when  care- 
fully looked  for,  can  almost  always  be  found  in  a  case  of 
the  essential  disease.  These  latter  symptoms  are  of  daily 
occurrence  in  the  potential  epileptic  and  often  give  the  phy- 
sician and  relatives  most  concern  even  after  a  frankly 
convulsive  epilepsy  has  become  firmly  and  enduringly  estab- 
lished. Finally,  as  has  been  shown  in  the  preceding  sections, 
and  elsewhere  by  other  investigators,  the  seizures  themselves 
often  follow  episodes  of  stress  and  disappointment  which 
seem  to  precipitate  the  attacks.  These  need  to  be  given 
more  attention  in  future  comprehensive  plans  of  treatment. 
A  certain  degree  of  mental  deterioration  in  the  frank  epi- 
leptic is  a  natural  corollary  or  sequence  of  the  epileptic 
character  when  care  is  not  exercised  to  correct  this  tendency, 
and  my  own  case  studies  abundantly  illustrate  this  point. 
It  would  seem,  indeed,  that  the  diagnosis,  treatment,  and 
prognosis  of  idiopathic  epilepsy  can  be  properly  made  in 
future  only  by  taking  into  strict  account  the  degree  and  kind 
of  primary,  character  endowment  of  the  epileptic,  and  its 
modifiability  under  a  system  of  training,  together  with  an 
analysis  of  the  seizure  phenomena.  Though  this  statement 
makes  the  seizure  phenomena  distinctly  of  secondary  mo- 
ment, a  similar  view  has  been  more  or  less  tacitly  assumed  by 
good  clinicians  of  the  past  as  cited  in  the  beginning  of  this 
clinical  study.  To  establish  proper  principles  for  the  treat- 
ment of  epilepsy,  epileptologists  must  cease  to  give  their 
attentions  entirely  to  the  occurrence  of  individual  attacks 
and  their  treatment  as  such.  When  this  is  done,  and  only 
then,  shall  we  be  in  a  position  to  make  a  just  estimate  of  the 
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extent  and  character  of  the  disease  and  formulate  a  com- 
prehensive plan  of  treatment.  As  a  pure  drug  therapy  for 
epilepsy  already  savors  of  quackery,  so  should  a  purely 
physical  therapy  grow  more  and  more  to  be  regarded  in  the 
same  light. 

Sufficient  clinical  experience  is  now  at  hand  for  us  to  out- 
line more  definitely  the  mental  therapy  of  the  essential 
disorder.*  It  will  be  remembered  that  the  usual  makeup  of 
the  potentially  epileptic  child  is  one  of  egocentricity,  emo- 
tional poverty,  morbid  sensitiveness,  and  an  instinctive 
inability  to  take  on  the  adaptive  social  training  as  does  the 
normal  child  in  the  home  and  school.  A  morbid  exhibition 
of  this  latter  defect  is  shown  in  the  display  of  rages  and  tan- 
trums. Such  children  should  have  special  training  from 
earliest  infancy,  and  particularly  by  someone  specially  gifted 
for  the  task.  Often  this  is  best  done  by  someone  other  than 
the  parents.  So  soon  as  the  keen  individualism  of  these 
children  comes  into  contact  with  an  exacting  or  unyielding 
environment,  it  is  expressed  in  rages  and  tantrums.  Great 
tact  is  necessary  to  size  up  the  factors  of  each  tantrum  epi- 
sode and  judge  how  they  may  be  properly  handled.  At  one 
time  the  child  may  be  sidetracked  by  directing  his  interest 
into  another  channel;  at  another  he  may  be  completely  ig- 
nored throughout  the  entire  tantrum,  especially  if  the  child 
be  too  observant  of  the  effect  his  conduct  has  on  the  family. 
One  should  be  sure  not  to  offer  bribes  or  rewards  for  a  res- 
toration of  proper  conduct.  Often  such  concessions  are  the 
first  irreparable  beginnings  of  a  downfall  of  government  and 
discipline.  If  the  child  is  to  be  diverted  to  some  other  in- 
terest, this  should  always  be  supplied  early  and  before  any 
severe  repressive  measure  is  brought  to  bear.  In  these  ex- 
hibitions of  a  balked  desire,  one  should  look  upon  the  child's 
psychic  activity  as  a  continuously  outflowing  stream  of  in- 
terest unfortunately  thwarted,  which  should  not  be  dammed 

*I  do  not  mean  to  underrate  the  importance  of  chemotoxic  and  endocrinic  re- 
search in  epilepsy.  A  rational  therapy  based  upon  reasonably  demonstrated 
results  as  such  studies  should  be,  will  probably  give  us  ultimate  enlightenment 
upon  the  "why"  of  the  disorder.  For  the  present,  however,  an  interpretive 
therapy  can  be  provided  upon  the  "  how  "  of  the  genetic  symptomatology  of  the 
disease,  along  psychotherapeutic  lines  which  can  not  help  but  be  of  immediate 
practical  value. 
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or  blocked  any  more  than  an  active  mountain  stream.  One 
should  always  be  sure  of  having  the  alternative  at  hand 
before  the  main  issue  is  repressed  to  the  slightest  degree.  In 
the  most  difficult  children  it  is  best  to  teach  the  child  to 
place  his  own  inhibition  on  his  bad  conduct  and  direct  his 
attention  to  the  new  object  without  coercion  or  too  much  out- 
side persuasion.  No  tantrum  episode  should  be  allowed  to 
pass  without  a  friendly  and  sympathetic  review  of  all  the 
circumstances  which  led  up  to  the  disorder.  Tireless  and 
tactful  restatement  is  necessary  of  the  great  personalXoss  the 
child  himself  has  suffered  in  consequence.  To  be  fully  effec- 
tive, every  opportunity  for  right  conduct  at  the  tantrum 
periods  must  be  fully  coupled  up  with  the  actual  personal 
disadvantage  the  child  suffers  from  his  acts.  The  issues  in 
question  must  be  plain  and  simple,  comparable  with  the  de- 
gree of  mental  development  to  which  the  child  has  attained. 
The  explanatory  period  is  often  at  hand  long  before  one 
ordinarily  thinks  it  is  possible.  For  instance,  several 
children  whom  I  have  known  have  been  given  these  simple 
talks  in  their  third  year,  with  much  success.  The  plea  of 
personal  motive  to  right  conduct  in  such  children  may  be 
ultimately  fortified  by  altruistic  and  social  advantages,  but 
these  should  never  form  the  central  core  or  main  issue  of 
training  against  tantrum  episodes  in  their  early  manifesta- 
tions. The  absence  of  altruistic  instincts,  or  their  very 
rudimentary  character  in  these  children,  is  quite  character- 
istic of  the  type.  As  regards  the  everyday  or  general 
behavior  of  these  children,  a  stiffening  of  the  will  or  a 
broadening  of  emotional  inhibition  should  not  be  undertaken 
too  early  or  too  intensively.  Such  children  are  usually  in- 
ordinately slow  in  adopting  simple  or  mildly  difficult 
adaptations,  and  in  consequence  fatigue  unbelievably  soon. 
I  know  a  child  who  at  5  or  6  years  of  age  can  not  bear  even 
the  slightest  coercive  direction  for  more  than  an  hour  or  two 
without  complete  rest  and  frequent  day  naps.  Children  of 
this  type  do  not  always  show  their  exhaustion  in  simple 
ways;  they  often  look  pale  and  haggard,  pupils  are  dilated, 
or  they  grow  lethargic,  sit  and  day  dream  or  slowly  mount 
on  a  thin  crest  of  hilarity  easily  broken  by  "squalls"  of  ap- 
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parently  meaningless  crying;  or  they  may  show  gross  motor 
incoordination  and  make  unusually  precise  and  rigid  de- 
mands of  deportment  on  the  part  of  their  playmates.  The 
trained  observer  gets  to  know  these  varied  signs  of  fatigue 
and  is  often  able  to  lower  their  nervous  tension  tactfully  by 
quieter  play.  Under  one  pretext  or  another  these  children 
may  be  persuaded  to  seek  rest  of  their  own  accord,  after  the 
higher  level  of  their  activity  has  been  gradually  lowered.  A 
tantrum  is  not  far  distant  in  the  bored  or  tired  egoistic  child, 
and  running  counter  to  his  playmates  is  one  of  the  common- 
est means  which  he  takes  to  break  the  intolerable  situation. 

However,  one  usually  feels  that  to  give  so  much  attention 
to  the  crises  of  personal  conflict  which  the  epileptic  child 
manifests,  is  again  to  really  miss  the  main  point  of  the  train- 
ing treatment.  The  fault  is  quite  comparable  in  a  way  with 
the  obsessive  attention  physicians,  nurses  and  relatives  com- 
monly give  to  the  epileptic  fit  in  the  frankly  established 
disorder  itself.  Long  before  the  child  displays  tantrums, 
one  finds  much  slighter  but  equally  obtrusive  manifesta- 
tions of  mal-adaption  to  the  simple  processes  of  life.  Often 
these  children  must  be  slowly  and  carefully  inured  to  the 
unpleasant  demands  of  hunger  and  fatigue,  a  failure  of 
which  is  frequently  expressed  in  the  restless  crying  baby. 
One  must  more  slowly  accustom  such  children  to  the  ham- 
pering and  unpleasant  contact  of  the  clothing,  which  often 
forces  them  into  stereotyped  positions.  The  desire  for  rid- 
dance of  clothing  is  so  much  a  part  of  the  instinctive  life  of 
the  epileptic  child  that  many  seizures  of  the  milder  sort  oc- 
curring in  the  later  life  of  such  individuals  are  attended  by 
automatic  movements  of  disrobing,  which  acts  are  often 
performed  in  a  childlike  manner.  The  potentially  epileptic 
child  should  have  less  insistent  demands  placed  upon  him, 
and  for  shorter  periods  of  time  than  other  children.  His 
preference  for  certain  types  of  dress  should  also  be  taken 
into  account  and  yielded  to  so  far  as  practicable.  An  equally 
wise  attitude  may  be  assumed  toward  the  bath  and  diet.  If 
left  somewhat  to  self  selection  and  direction  in  many  of 
these  matters,  such  difficult  children  much  more  readily  and 
safely  mend  their  ways.    The  same  principle  also  applies  to 
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the  type  and  character  of  play.  The  lesson  derived  from 
other  children  doing  the  conventional  thing,  most  tactfully 
supplies  a  corrective  influence  which  a  parent  or  nurse  may 
not  exert.  Frequently  an  incentive  to  reasonable  conduct 
once  planted  by  the  right  kind  of  associates  bears  more  fruit- 
ful results  than  many  and  oft-repeated  injunctions  from  the 
child's  elders.  A  similar  principle  for  handling  the  more 
benign  types  of  conduct  disorders  in  the  normal  child  has 
long  been  recognized  and  practiced  with  advantage. 

One  may  safely  say  that  the  method  by  which  the  child 
secures  its  first  adaptations  to  hunger  and  fatigue,  and  to 
social  adjustments  of  work  and  play  with  its  fellows,  should 
be  a  guide  for  the  proper  after-training  of  the  potentially 
epileptic  child.  Sufficient  data  are  now  at  hand  to  indicate 
that  this  primary  endowment  of  makeup  is  probably  always 
hereditary  in  the  potential  epileptic,  and  it  often  rests  with 
us  whether  we  shall  allow  it  to  develop  to  its  logical  con- 
clusion in  an  outspoken  epilepsy  or  by  our  attitude  and 
manner  of  handling  it  prevent  such  development.  A  com- 
plete change  of  the  makeup  is  probably  beyond  our  power, 
but  the  modification  of  it  should  be  our  main  concern  in  the 
future,  if  we  wish  to  conserve  such  children  from  following 
an  epileptic  career  in  later  life. 

One  may  think  that  the  infantile  and  child  life  are 
without  stress  and  conflicts.  However,  one  need  but  to 
remember  what  Preyer  has  shown,  that  the  unpleasant 
feelings  are  greatly  in  the  ascendency  all  during  this  child- 
hood period.  Even  with  the  most  careful  nursing,  diet, 
ventilation,  and  regulation  of  temperature  of  the  air  and 
bath,  under  the  most  favorable  surroundings,  it  is  not  granted 
the  average  child  to  pass  many  days  without  suffering. 
How  much  more  painful,  then,  must  these  discomforts  be 
to  such  a  supersensitive  child  as  we  are  considering. 
Granting  the  above,  what  may  one  propose  on  the  dynamic 
or  positive  side  in  the  proper  adaptation  of  the  epileptic 
child?  For  this  task  one  needs  to  study  the  child  with 
greatest  care.  If  the  parents  are  incapable  of  a  sympathetic 
understanding  of  what  the  child  is  striving  for  and  his  main 
trends  of  interest,  then  the  work  must  be  entrusted  to  others 
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possessing  this  gift.  A  system  of  ethics  can  easily  be  bnilt 
up  around  almost  any  line  of  activity  the  child  may  select. 
One  may  note  its  presence  in  all  races,  even  in  those  whose 
life  activities  are  most  antipodal  to  our  own.  It  is  the  atti- 
tude of  approach  toward  one's  specific  surroundings  that 
matters, — not  necessarily  the  things  themselves.  If  our 
type  of  child  chooses  either  a  practical  or  an  imaginative 
approach,  then  he  should  be  encouraged  to  find  a  proper 
healthful  adjustment  to  that  kind  of  life.  The  incessant 
clamoring  of  the  child  for  variety  and  novelty  of  interests 
is  but  the  natural  demand  that  is  his  birthright — to  see  as 
many  of  the  different  facets  of  life  as  possible.  Our  concern 
is  not  to  limit  these  novelties,  but  to  see  that  the  child  shall 
have  a  thoroughness  of  experiencing  them.  The  very 
completeness  with  which  the  difficult  child  may  be  made  to 
do  this  is  the  safest  protection  against  day  dreams,  lethargies 
and  like  abreactions  from  his  work  and  play  leading  to  bore- 
dom and  irritability, — the  forerunners  of  rages  and  tantrums. 
To  establish  at  the  earliest  possible  moment  a  self- directive 
government  in  the  potential  epileptic  child  should  be  our 
aim.  The  end  sought  is  really  to  have  him  learn  to  penalize 
himself  and  adjust  his  own  capabilities  and  desires  to  reality. 
Frequent  psychotherapeutic  talks  relative  to  his  difficulties 
are  of  greatest  moment,  and  these  can  be  undertaken  only 
by  someone  in  full  sympathy  and  confidence  with  such  a 
child,  and  for  good  results  one  must  carefully  chose  the 
correct  time  and  place.  An  instance  in  point  is  the  little 
boy  (No.  6)  casually  mentioned  on  page  185  of  this  clinical 
study  (Psychiatric  Bulletin,  April,  1916). 

In  brief,  then,  the  foregoing  embraces  the  main  outlines 
of  some  of  the  more  important  suggestions  for  the  proper 
mental  therapy  of  the  potentially  epileptic  child  in  the  home 
before  the  school  age  is  reached.  The  proper  inculcation 
of  a  good  system  of  nursery  ethics  is  by  far  the  most  impor- 
tant object  in  training  such  children. 

While  the  scholastic  training  for  all  children  must  rest 
somewhat  upon  the  same  common  grounds,  the  goal  to  be 
won  for  the  education  of  the  epileptic  youth  must  be 
arranged  to  suit  his  peculiar  makeup.     The  methods  of 
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attaining  it  are  quite  distinct  and  special.  For  instance, 
where  there  is  an  intellectual  defect  coincident  with  an 
epileptic  makeup  the  problem  is  to  educate  this  type 
of  individual  somewhat  as  if  he  were  feebleminded. 
Even  if  this  is  done,  sooner  or  later  there  will  be  a 
distinct  outcropping  of  the  peculiar  epileptic  instincts 
that  would  demand  a  considerable  modification  of  the 
school  system;  but  while  this  class  forms  a  large  part  of 
institutional  charges,  numerically  it  is  not  so  important  in 
the  general  run  of  epileptic  children.  The  former  may  show 
further  handicaps  of  mental  arrest  or  even  mental  deterio- 
ration, forcing  one  to  modify  the  school  training  very  con- 
siderably. Often  the  purety  intellectual  training  has  to  be 
entirely  omitted  and  the  whole  time  given  over  to  tutoring 
the  epileptic  youth  in  social  behavior.  In  other  words,  the 
school  training  for  epileptics  should  be  intensively  individ- 
ualistic and  constantly  elastic.  The  very  monotony  which 
the  feebleminded  enjoy  in  any  scholastic  training,  is 
poisonous  to  the  soul  of  the  epileptic.  The  latter  requires 
novelty  and  a  wide  range  of  educational  appeal.  More- 
over, in  a  large  number  of  epileptic  youths  the  intellect,  as 
such,  surfers  but  little  or  no  impairment,  and  the  educational 
training  which  these  individuals  need  is  little  different  from 
that  which  is  ordinarily  given  to  normals,  except  that  it 
includes  adjustment  to  work  and  adaptations  along  ethical, 
moral  and  social  lines. 

On  the  whole  one  may  say  it  is  a  great  mistake  to 
approach  the  problem  of  educational  training  for  the 
epileptic,  in  its  broadest  sense,  on  the  old  ground  that  he  is 
only  a  little  less  retarded  than  the  feebleminded,  because 
in  reality  his  primary  fault  is  his  egoistic  trend  and  an 
emotional  poverty.  These  abnormalities  affect  his  environ- 
mental rapport  and  often  he  suffers  from  a  lack  of  intellec- 
tual stimulus  because  of  a  weakened  attachment  to  reality. 
Simply  because  he  is  mentally  retarded  is  no  reasom  for  his 
education  being  placed  on  the  plane  of  that  for  the  feeble- 
minded. The  same  might  be  said  of  the  deteriorated 
dementia  prsecox  patients  whose  psychometric  test  brings 
them  within  the  middle  range  of  the  feebleminded.    If  the 
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schooling  is  like  that  for  the  feebleminded  it  should  be 
possible  to  modify  its  routine  so  as  to  make  it  adjustable  to 
the  demands  of  the  epileptic  character.  The  retarded 
epileptic  has  such  an  irregular  mental  age  level  at  best  that 
he  is  not  often  capable  of  doing  well  in  any  large  class 
teaching  as  does  the  feebleminded. 

The  differences  between  the  feebleminded  and  the  epileptic 
are  by  no  means  essentially  purely  academic.  They  are 
sufficiently  common  and  far  reaching  to  compel  the  atten- 
tion of  educators,  and  they  should  be  particularly  recognized 
by  those  who  plan  to  place  the  two  classes  together  in  one 
institution.  Should  this  plan  be  adopted  to  any  large  extent 
in  this  country,  the  innate  differences  in  makeup  and  men- 
tality of  the  two  classes  should  be  recognized,  and  proper 
classification  made  in  the  schools.  The  laisser  faire  attitude 
of  slightly  modifying  a  feebleminded  school  to  fit  the  epileptic 
should  not  be  allowed  to  prevail. 

It  is  easy  enough  to  see  that  epileptic  youths  who  have 
very  frequent  attacks  can  make  little  use  of  any  system  of 
regular  intellectual  training  because  of  the  nature  of  their 
attacks  and  the  amount  of  acute  mental  disturbance 
entailed.  The  attacks  prevent  a  consecutive  attendance  at 
school,  hence  much  of  the  education  is  rendered  useless  on 
account  of  the  break  in  its  continuity. 

We  find  a  system  of  educational  training  of  most  value 
in  epileptic  youths  who  have  infrequent  attacks,  and  have 
a  fair  intellectual  endowment  as  well  as  ability  to  generate 
directed,  and  finally  spontaneous,  interests.  Primarily  the 
colonization  of  epileptics  means  most  to  these  individuals. 
It  supplies  a  continually  interesting  and  varied  environ- 
ment with  all  the  possibilities  of  modification  from  season 
to  season,  so  that  monotony  and  boredom  can  be  avoided. 

After  the  above  rather  negative  views  as  to  why  the 
epileptic  should  not  be  given  the  treatment  of  the  feeble- 
minded type,  let  us  consider  the  positive,  dynamic  aspect 
of  the  proper  treatment. 

The  system  of  education  in  the  schoolroom  must  be  an 
essential  and  integral  part  of  the  occupational  life  of  the 
epileptic,  whether  he  recovers  from  his  epilepsy  or  not. 
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What  he  needs  is  to  have  his  educational  training  coupled 
up  with  the  occupations  in  which  he  is  engaged  and  which 
he  cares  about.  For  instance,  those  who  are  interested  in 
agriculture  should  have  a  system  of  book  instruction^and 
class  work  that  will  make  for  a  further  elaboration  and 
understanding  of  all  the  daily  duties  grouped  around  this 
particular  type  of  interest.  It  is  obvious  that  the  maximum 
of  school  training  shall  be  concrete  rather  than  of  an 
abstract  nature,  and  along  the  lines  in  which  the  patient 
exhibits  the  keenest  interest  and  most  distinct  capabilities. 
Abundant  illustrations  are  furnished  in  foregoing  case 
histories  to  show  that  the  type  and  manner  of  school  train- 
ing should  be  properly  adapted  to  the  peculiar  makeup  of 
the  individual  child. 

The  greater  part  of  what  has  already  been  said  applies 
to  the  training  of  those  children  who  may  also  show  frank 
epileptic  seizures  during  early  childhood.  The  actual  pro- 
tection of  the  mental  and  physical  integrity  of  the  frankly- 
epileptic  child  becomes  doubly  necessary  when  attacks 
have  once  commenced.  First  of  all  the  child  usually  needs 
to  be  withdrawn  from  the  average  school  which  often  fur- 
nishes the  stress  that  is  too  much  for  him.  A  period  of 
care-free  existence  should  then  be  maintained  sufficiently 
long  for  the  little  patient  to  recover  his  mental  balance  and 
the  proper  regulation  of  physical  health.  The  pallor, 
nervousness,  disturbed  sleep  and  like  symptoms  are  usually 
removed  quickly  under  such  a  let-alone  treatment.  At  this 
stage  the  real  trial  begins,  because  from  this  point  on  we 
must  have  two  motives  in  operation  in  handling  the  patient: 
first,  to  remove  all  the  too  stressful  situations  which  the 
patient  has  reacted  away  from  in  the  attacks;  and  secondly, 
to  begin  a  careful  system  of  training  in  slowly  accustoming 
the  patient  to  types  of  stress  which  he  must  get  used  to  if 
he  is  to  make  a  proper  adaptation  in  life  when  he  has 
recovered  from  his  more  gross  epileptic  manifestations. 
The  reconciliation  of  these  two  motives  in  a  training  treat- 
ment calls  for  the  greatest  discernment  and  tact.  Often 
this  can  be  initiated  only  away  from  home — especially  away 
from  either  a  too  harsh  and  unsympathetic  discipline,  or  a 
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too  inconstant  and  overindulgent  one.  I  have  succeeded 
fairly  well,  however,  in  training-  the  least  neurotic  of  the 
two  parents  in  many  instances  to  undertake  the  proper 
training  treatment  for  their  epileptic  child.  But  the  per- 
sonal sacrifice  entailed  is  very  great,  even  though  the 
training  treatment  progresses  satisfactorily. 

There  is  a  parallel  in  the  training  treatment  of  the  frankly 
established  epileptic  and  that  of  the  epileptic  child  before 
the  disease  has  become  established.  With  the  former, 
however,  efforts  must  be  redoubled  and  placed  on  a  more 
adult  plane.  One  should  not  rest  content  with  the  removal 
of  a  stress  from  the  life  of  the  epileptic  youth,  for  this  is 
only  a  preliminary  treatment.  If  this  let-alone  principle 
only  is  followed,  the  situation  which  will  soon  develop  will 
be  but  little  less  intolerable  for  all  concerned  than  the 
original  condition.  If  left  to  himself,  the  frank  epileptic 
soon  occupies  himself  with  day-dreaming,  lethargies,  and 
all  sorts  of  idle  dissipations,  which  in  their  turn  often  beget 
more  epileptic  reactions. 

One  should  study  how  best  one  may  help  the  epileptic 
individual  to  objectivate  his  interest  in  work,  study  and 
play  in  accordance  with  his  ability.  To  carry  this  into 
effect,  the  closest  scrutiny  of  his  emotional  and  intellectual 
interests  is  necessary.  His  environment,  which  in  most 
instances  may  have  been  reduced  in  social  demands,  ought 
still  to  offer  sufficiently  varied  outlets  from  which  he  must 
choose  a  number  of  interests  and  amusements.  Probably 
no  greater  mistake  is  made  than  to  tell  epileptic  individuals 
to  betake  themselves  to  the  country  and  then  allow  the 
matter  to  end  there.  Many  epileptics  almost  at  once  have 
an  increased  number  of  attacks  and,  what  is  still  worse, 
begin  to  deteriorate  mentally  and  emotionally  through  lack 
of  proper  stimulus.  There  must  be  a  certain  novelty  in  the 
occupations  and  amusements,  and  not  a  few  to  select  from; 
hence  the  importance  of  epileptics  being  in  a  country 
environment  not  too  dissimilar  to  that  to  which  they  have 
been  accustomed, — only  the  tempo,  as  it  were,  is  to  be 
reduced.  Some  of  the  large  public  colonies  for  epileptics  are 
richly  supplied  with  such  potential  advantages  but  unfortu- 
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nately  for  economic  reasons  alone  a  number  of  highly  trained 
and  gifted  attendants  and  physicians  are  not  at  hand  to  assist 
these  more  sluggish  epileptics  to  get  the  proper  start  in  con- 
genial work.  Lacking  personal  direction  and  attention, 
many  an  epileptic  manufactures  his  own  interests  only  after 
a  long  time,  or  not  at  all. 

All  frankly  pronounced  epileptics  are  doubly  handicapped 
by  their  natural  antisocial  tendencies  as  well  as  by  the 
epileptic  seizures  themselves.  Such  a  temperament  is  a 
direct  hindrance  to  the  epileptic  taking  up  a  healthy  inter- 
est in  any  life  offered  him.  In  the  absence  of  a  spontane- 
ous interest,  the  remnants  of  former  ones  must  be  pieced 
together  or  new  ones  induced.  This  can  be  effected  only 
by  actually  living  in  close  contact  with  the  daily  lives  of 
the  patients,  assisting  and  encouraging  them  to  start  the 
cold  and  uninviting  task  anew  each  day.  Often  before 
work  and  study  can  actually  be  put  in  operation  the  epilep- 
tic individual  must  be  given  many  kindly  explanatory  talks 
concerning  the  treatment,  the  common-sense  view  taken  of 
his  disorder,  and  the  method  planned  for  its  riddance. 
These  talks  have  to  be  endlessly  varied,  and  simplified  to 
the  individual's  understanding.  The  friendly  association 
which  many  another  neurotic  or  psychotic  may  have  with 
the  nurse  and  physician  plays  but  little  part  in  dealing  with 
epileptics.  The  very  nature  of  their  makeup  precludes  this, 
and  the  treatment  is,  therefore,  at  times  most  disheartening. 
Of  course  the  unlikability  of  such  epileptic  individuals, 
and  the  physician's  and  nurse's  failure  to  transfer  their  own 
deep  interest  to  them,  are  proverbial.  Still  the  task  must 
be  done  in  spite  of  the  mutual  unstable  and  weakened  trend 
of  sympathetic  interest.  Until  a  satisfactory  talk  makes 
the  problem  clear  to  the  patient,  little  can  be  done.  Even 
when  the  new  regime  is  fully  inaugurated  it  may  fail  in  a 
single  day  and  the  whole  process  of  confidence  and  assur- 
ance must  be  reinvoked  the  next.  A  few  gifted  individuals 
may  succeed  in  the  role  just  detailed,  but  may  fail  in  the 
next  step  of  putting  the  theory  into  practice.  The 
general  dislike  of  the  epileptic  to  perform  sustained  labor 
day  by  day  is  well  known,  and  the  faithful  attendant 
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must  himself  participate  in  the  activities  outlined  and  in 
most  instances  must  take  the  lead  until  such  time  as  it  can 
be  borne  without  direction  and  guidance.  Probably  the 
motive  back  of  the  advice  given  in  foreign  text-books 
that  the  epileptic  should  live  in  a  country  clergyman's 
family  is  to  gain  for  such  invalids  the  varied  and  sustained 
cooperative  interest  of  the  family.  Unfortunately  in  this 
country  either  the  clergy  are  not  inclined  to  undertake  such 
work,  or  they  are  too  illy  equipped  by  nature  to  cope  with 
such  a  delicate  humanitarian  problem.  What  is  even  more 
unfortunate,  our  country  practitioners  are  often  but  little 
better  qualified  to  understand  the  far-reaching  importance 
of  taking  epileptic  individuals  under  their  personal  super- 
vision. To  be  sure,  it  implies  an  intense  preoccupation  in 
the  minutiae  of  the  lives  of  such  persons,  but  the  issues  can 
not  otherwise  be  met  if  the  profession  is  to  assume  the  obli- 
gations. Perhaps  a  broader  understanding  of  the  purpose 
of  modern  mental  hygiene  will  remedy  this  lack  in  the 
future.  If  so  it  will  be  to  the  lasting  advantage  of  epilep- 
tics as  well  as  many  another  mental  invalid. 

Just  as  we  made  note  of  the  inadequacy  of  considering 
only  the  tantrum  of  the  potentially  epileptic  child,  neglect- 
ing the  whole  issue  of  understanding  and  correcting  the 
lives  of  such  children,  so  we  may  reiterate  here  the  useless- 
ness  of  exclusive  concern  in  the  epileptic's  life  at  the  time 
of  or  shortly  before  his  attacks.  To  do  so  is  to  fail  in  a 
considerable  number  of  instances,  to  lose  a  proper  evalua- 
tion of  the  mental  precipitating  factors  of  fits,  as  well  as  to 
lose  sight  of  the  broader  principles  concerned  in  the  proper 
mental  treatment  of  the  individual  case.  The  immediate 
factors  often  found  to  make  for  attacks  have  already  been 
illustrated  by  charts  in  a  preceding  section:  suffice  it  to  say 
here  that  such  chartings  are  often  of  the  utmost  practical 
moment  in  shaping  a  training  treatment.  By  avoiding 
these  stressful  factors  and  substituting  other  lines  of  activity 
and  interests,  one  may  introduce  an  effective  mental  therapy 
in  many  cases.  There  is  rarely  a  case  in  which  intelligent 
care  in  this  direction  may  not  signally  aid  one  in  formula- 
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ting  a  progressive   treatment.     Not   a   few  therapeutic 
eneralizations  have  been  laid  down  in  an  article  already 
published.* 

Conclusions:  One  may  summarize  the  results  of  this 
clinical  study  of  essential  epilepsy  as  follows  : 

(1)  There  exists  a  more  or  less  definite  type  of  consti- 
tutional makeup  in  epileptics  which  has  long  been  recog- 
nized by  many  able  neurologists  and  psychiatrists  and  this 
defect  accounts  in  no  small  part  for  the  so-called  "predis- 
position ' '  to  the  disease — a  term  in  common  use  to-day. 
The  essential  defects  of  instincts  are  egocentricity,  super- 
sensitiveness,  an  emotional  poverty,  and  an  inherent  defect 
of  adaptability  to  normal  social  life  in  its  broadest  signifi- 
cance. The  main  defect  is  an  inheritable  one.  This 
makeup  is  the  primary  or  original  mental  endowment  of 
the  potentially  epileptic  individual.  It  is  accentuated  and 
made  the  more  obvious  by  the  further  advance  of  the  disease 
only  when  seizures  develop.  It  is  then  often  spoken  of 
as  the  "mental  stigma "  of  the  disease.  The  attacks  are 
not  solely  responsible  for  epileptic  deterioration,  but  the 
seizures  are  themselves  symptoms  and  exhibitions  of  the 
deteriorating  disorders.  The  seizures  do  not  always  indi- 
cate the  progress  and  degree  of  deterioration  in  any  given 
case  ;  i.  e.,  the  number  and  severity  of  fits  in  a  given  case 
may  not  be  an  index  to  the  amount  of  deterioration,  nor 
may  one  postulate  the  severity  of  seizure  reaction  in  a  par- 
ticular case  by  the  type  of  deterioration. 

(2)  The  precipitating  mental  factors  that  often  seem  to 
bring  about  epileptic  reactions  in  a  potential  epileptic, 
which  range  all  the  way  from  simple  disorders  of  conduct 
to  definite  seizures,  are  types  of  stress  and  annoyance, 
causing  a  loss  of  spontaneous  interest,  and  an  intensive 
regression  to  day-dreaming,  lethargies  and  somnolence. 
The  attack  occurs  at  the  final  break  of  a  too  severe  tension, 
and  psychologically  may  be  viewed  as  an  intense  reaction 
away  from  the  intolerable  irritation,  a  regression  to  a  primi- 
tive mentality  comparable  to  that  of  infancy  or  intra-uterine 
life. 

•Clark,  "Some  therapeutic  suggestions  derived  from  the  newer  psychologi- 
cal studies  upon  the  nature  of  essential  epilepsy,"  Medical  Record,  March  4,  1916. 
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(3)  The  therapeutic  suggestions  for  a  mental  therapy 
in  essential  epilepsy  would  be  to  overcome,  by  proper  train- 
ing and  education,  the  earliest  beginnings  of  epileptic 
reactions  in  childhood.  More  particularly  should  the  train- 
ing concern  itself  with  the  eradication,  as  far  as  possible,  of 
the  defective  instincts  shown  in  egocentricity,  supersensi- 
tiveness  and  rigidity  of  adaptation  to  the  home  and  com- 
munity. This  is  best  brought  about  by  (a)  reducing  and 
limiting  the  undue  stress  of  the  environment;  by  (b)  steadily 
teaching  the  child  adaptation  to  various  types  of  stress  so 
that  he  may  ultimately  be  able  to  live  a  fairly  normal  life 
without  exhibition  of  such  grosser  epileptic  reactions  as  are 
shown  in  the  seizures  of  his  disorder,  (c)  The  epileptic 
may  be  shown  and  taught  to  find  a  spontaneous  outlet  for 
his  keen  individualistic  desires  and  thus  manufacture  his 
own  interests  in  a  heathful  environment  suitable  to  his  needs 
and  capacity. 

(4)  Even  though  many  epileptics  may  be  quite  deterio- 
rated, it  is  still  often  possible  to  train  back  their  once 
discarded  mental  interest  and  thus  restore  much  of  their 
emotional  and  mental  dilapidation.  In  the  more  favorable 
cases  great  improvement  of  the  convulsive  symptoms  occurs 
in  many  such  individuals  and  with  the  more  or  less  perma- 
nent arrest  of  the  disorder  in  not  a  few  cases.  A  series  of 
arrested  cases  of  frankly  pronounced  epilepsies  are  cited  to 
show  the  mental  mechanism  by  which  arrests  have  been 
brought  about  through  an  application  of  the  foregoing 
therapy.* 


*  I  wish  to  acknowledge  my  thanks  to  my  nurse-trainers,  and  especially  to 
Mr.  T.  E.  Uniker,  for  valuable  assistance  in  the  ruinate  observation  of  many  of 
the  cases  incorporated  in  this  study. 
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DEPARTMENT  OF  CLINICAL  PSYCHIATRY  AND 
THERAPEUTICS. 

Willige,  Hans:  tiber  aknte  paranoische  Erkranknngen.  (On 
Acute  Paranoic  Disorders.)  Arch.  f.  Psychiatrie,  Vol.  54,  pp. 
121-210. 

W.  started  out  to  study  from  his  own  material,  as  well  as  from  the 
literature,  the  acute  paranoic  psychoses  which  are  not  a  part  of  other 
mental  disorders.  He  uses  the  term  paranoic  to  designate  psychoses 
in  which  delusions  are  in  the  foreground  of  the  clinical  picture; 
indeed,  he  even  includes  here  the  acute  hallucinoses.  He  first  takes 
up  the  acute  paranoic  states  due  to  exogenous  poisons.  About  the 
alcoholic  hallucinosis  of  which  he  reports  some  cases  which  bring 
hardly  anything  new,  he  makes  the  point  that  it  takes  chronic  alco- 
holism to  produce  them;  that  they  are  relatively  rare  and  that  if  the 
patient  continues  to  drink  after  the  psychosis  he  is  apt  to  break 
down  again  with  an  hallucinosis.  He  thinks  that  this  repeated 
appearance  in  a  few  chronic  alcoholics  argues  for  a  special  paranoic 
predisposition  and  that  the  situation  is  quite  unlike  what  is  seen  in 
delirium  tremens  which  may  occur  in  any  chronic  alcoholic  if  certain 
conditions  are  fulfilled.  He  argues  that  if  we  had  cases  who  broke 
down  with  an  "hallucinosis"  of  alcoholic  origin  and  later  again  broke 
down  with  the  same  psychosis  but  without  an  alcoholic  etiology  this 
would  be  a  strong  argument  in  favor  of  such  a  theory  of  special  pre- 
disposition. He  deplores  the  fact  that  he  has  no  such  case  and  that 
he  could  find  none  in  the  literature  except  for  the  fact  that  Bormann 
speaks  of  two  cases.  I  may  add  that  we  have  seen  one  such  un- 
doubted case  at  the  Institute.  As  another  argument  in  favor  of  a 
special  predisposition  he  adduces  the  fact  that  typical  hallucinoses 
occur  without  an  alcoholic  etiology.  In  the  first  number  of  the 
Bulletin  of  1916,  it  will  be  remembered,  Schneider  also  reported 
some  such  cases.  But  unfortunately  no  attempt  is  made  by  Willige  to 
describe  this  paranoic  predisposition,  this  paranoic  make-up  as  we 
would  say,  which  is  supposed  to  be  so  essential  for  the  development  of 
the  alcoholic  hallucinosis.  I  have  a  distinct  impression  that  in  spite 
of  this  he  is  right;  indeed,  I  have  always  held  that  the  alcoholic  hallu- 
cinosis is  fundamentally  different  from  delirium  tremens  and  from 
Korsakoff  psychosis.  The  most  important  contribution  to  make  to 
the  problem  would  be  the  demonstration  of  a  specific  make-up  in  the 
individuals  developing  an  hallucinosis.  This  is  difficult  and  unfor- 
tunately, as  we  have  said,  a  problem  not  touched  by  Willige. 
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As  regards  other  poisons,  it  is  quite  interesting  that  morphia  rarely 
leads  to  hallucinoses,  whereas  with  the  use  of  cocaine  it  is  said  to  be 
so  frequent  that  in  most  cases  they  do  develop  sooner  or  later. 
W.  also  claims  that  addicts  may  for  years  take  morphine  without 
having  an  hallucinosis  but  that  as  soon  as  they  turn  to  cocaine,  even 
for  a  relatively  short  time,  an  hallucinosis  develops.  This  he  admits, 
of  course,  argues  against  a  special  predisposition  and  for  a  specific 
action  of  the  poison.  He  states  that  cocainism  is  extremely  rare  in 
Germany. 

Finally,  in  reviewing  the  effects  of  other  poisons,  he  mentions 
that  Fickler  has  reported  an  acute  hallucinosis  after  eight  weeks  of 
maximal  doses  of  atropine  (for  asthma) ;  and  according  to  Lauden- 
heimer  hallucinosis-like  psychoses  may  occur  after  poisoning  with 
carbon  bisulfide.  These  psychoses  occurred  in  Laudenheimer's 
experience  only  in  cases  with  psychopathic  heredity. 

W.  finds  that  in  internal  diseases  acute  paranoic  disorders  are  un- 
doubtedly rare.  Bonhceffer,  too,  saw  them  rarely  but  mentions  a 
case  of  hallucinosis  in  tuberculosis,  speaks  of  them  in  uraemia  and  they 
have  also  been  described  in  diabetes.  W.  thinks  that  here,  too,  we 
must  be  dealing  with  a  latent  predisposition.  [It  would  seem,  of 
course,  that  when  an  otherwise  frequent  cause  produces  a  psychosis  so 
rarely  the  endogenous  must  be  most  important  factors.]  He  then 
speaks  of  acute  paranoic  states  in  tabes  and  passes  on  to  the  acute 
paranoic  psychoses  of  the  involution  and  senile  age.  Since  the 
chronic  paranoic  states  are  common  enough  during  these  periods,  it 
was  to  be  expected  that  a  number  of  cases  might  be  collected;  he  is, 
however,  able  to  report  only  two  cases,  one  a  non-alcoholic  who 
developed  delusions  of  infidelity  at  the  age  of  64,  and  another  in 
whom  the  delusions  were  not  so  much  in  the  foreground.  Both  cases 
showed,  however,  according  to  his  description,  a  distinctly  hypo- 
manic  coloring  but  had  evidently  not  had  former  attacks. 

He  next  takes  up  the  acute  paranoic  psychoses  in  degenerates  and 
speaks  in  order  of  epilepsy,  hysteria,  prison  psychoses,  querulants, 
Jolie  cl  deux  and  imbecility. 

In  epilepsy  acute  paranoic  psychoses  are  evidently  very  rare.  In 
discussing  the  question  of  epileptic  paranoia  generally  one  case  of 
some  interest  as  quoted  from  Holos  might  be  mentioned,  namely, 
that  of  an  epileptic  who  up  to  50  had  fits;  then  ceased  to  have  con- 
vulsions but  developed  a  chronic  paranoic  state. 

In  hysteria  acute  paranoic  states  are  said  to  be  more  frequent  and 
the  claim  is  made  that  the  hysterical  constitution  has  an  undoubted 
relationship  to  the  paranoic  "degeneracy"  and  that  "much  more 
than  other  forms  of  degeneracy  it  (sc.  the  hysterical  constitution) 
tends  to  produce  delusions  of  itself. 

He  gives  a  very  interesting  case  of  what  he  calls  hysterical  par- 
anoia but  he  is  evidently  not  quite  satisfied  with  this  diagnosis, 
claiming  that,  since  the  hysterical  and  paranoic  make-ups  are  so 
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closely  related,  it  is  difficult  to  say  whether  we  are  dealing  with  a 
case  of  hysterical  paranoia  or  whether  the  psychosis  is  merely  the 
manifestation  of  the  paranoic  make-up.  He  admits,  however,  that 
the  differentiation  is  not  important.  [What  would  be  important  in  a 
case  like  this  would  be  to  state  why  the  case  was  benign.] 

The  patient  was  a  seamstress  of  26,  married  for  five  years;  two 
children.  Make-up  not  stated,  but  it  is  said  that  she  was  somewhat 
nervous  before  marriage,  and  more  nervous  after  the  first  child.  The 
second  child  also  caused  some  nervousness,  and  she  weaned  the  baby 
four  weeks  before  admission.  Moreover,  the  husband  was  at  that 
time  away  from  her  for  some  time.  About  the  time  she  weaned  the 
baby  she  wrote  a  letter  to  the  husband,  saying  that  he  had  sold  her  to 
one  W.  The  husband  sent  for  her,  talked  it  over,  and  she  seemed  all 
right.  Two  days  before  admission,  however,  she  thought  she  was  to 
be  killed  by  people  who  wanted  to  get  money  that  was  coming  to 
her,  and  again  she  talked  of  W.  In  the  hospital  her  psychosis  con- 
tinued for  about  a  month.  It  is  stated  she  was  physically  normal. 
There  were  no  hysterical  stigmata,  no  intellectual  defect.  She  was 
clear.  Her  behavior  showed  nothing  of  note,  and  there  was  no 
special  mood  alteration.  She  had  a  set  of  ideas  of  which  the  follow- 
ing are  the  essentials:  She  talked  a  great  deal  about  the  Kaiser, 
thought  he  was  in  town  with  his  wife  to  protect  her  from  being 
robbed,  but,  again,  she  suddenly  wanted  to  go  to  him  in  Berlin.  She 
wanted  to  goto  the  Empress,  who  was  near  by.  The  Empress  told 
her  once  that  she  really  belonged  to  the  family.  She  claimed  that 
when  in  Berlin  she  was  in  the  theatre  with  the  Imperial  princes,  and 
the  Crown  Prince  had  urged  her  to  have  relations  with  one  of  the 
princes.  A  patient  singing  in  the  garden  is  the  prince.  Again,  the 
Kaiser  is  in  the  house  near  by,  for  she  constantly  feels  drawn  there. 
In  writing  down  her  history  she  adds  to  this  that  after  her  confirma- 
tion a  man  had  visited  her  who  said  that  her  grandfather  had  offended 
Queen  Louise.  The  latter  was  an  angel,  she  ought  to  be  such  an 
angel.  He  also  said  that  she  would  have  a  hard  time  in  life  and 
would  finally  marry  her  own  brother;  that  if  she  knew  all  this  when 
she  was  25  she  would  ascend  the  French  throne;  France  and  Germany 
would  then  be  one  and  she  would  be  his  (the  speaker's)  daughter-in- 
law.  The  man  who  thus  spoke  was  the  Kaiser.  Again,  she  met  the 
Kaiser  and  the  Crown  Prince,  and  they  said  they  would  pray  for  her. 
Somebody  who  said  he  was  her  brother  said  to  her  that  he  and  she 
were  German-Frenchmen,  also  that  she  had  married  her  brother. 
He  also  said  that  he  was  a  physician  and  that  he  would  cure  her. 
She  claimed  that  more  and  more  she  became  convinced  that  she  was 
an  adopted  child.  Once  she  talked  of  Count  Douglas,  who  was  sup- 
posed to  have  relatives  in  America,  and  that  the  name  of  these  rela- 
tives is  S.,  that  her  name  is  S.  (incorrect).  W.  said  that  if  on  the  27th 
of  January  peace  bells  ring,  than  Germany  and  France  are  united. 
"If  this  were  true  I  should  be  very  happy."    On  the  other  hand, 
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she  also  said  that  her  husband  had  married  a  Mrs.  H.,  and  when  the 
nurse  talked  of  a  wedding  she  knew  it  was  the  wedding  of  her  hus- 
band.   She  was  quite  annoyed  when  her  ideas  were  doubted. 

Willige  says  that  since  she  was  somewhat  suggestible  she  was  hyp- 
notized. In  the  hypnosis  she  was  told  that  she  had  nursed  too  long, 
had  been  bodily  sick,  and  had  developed  morbid  ideas  and  that  she 
would  now  lose  these  ideas.  Next  day,  having  slept  well,  she  denied 
her  delusions,  which  were  taken  up  separately,  but  then  she  had  the 
idea  that  the  doctor  was  her  brother.  She  was  hypnotized  again  with 
suggestions  of  the  falseness  of  each  individual  idea.  The  day  after 
she  had  insight  but  said  she  wanted  to  be  treated  by  another  doctor 
whom  she  was  in  love  with  and  whom  she  had  seen  in  a  theatre  in 
Berlin  (the  place  in  which  she  claims  to  have  been  with  the  Kaiser, 
etc.).  She  was  again  hypnotized  on  two  successive  occasions,  and 
then  was  practically  well.  Only  about  a  week  later  she  had,  tempo- 
rarily, the  feeling  that  she  had  done  something  wrong  but  did  not 
know  what,  said  she  felt  bad  when  she  awoke  and  thought  of  dying. 
She  also  thought  that  she  wished  her  husband  to  die  first,  because 
she  might  then  take  care  of  him.  She  became  quite  natural,  looked 
forward  to  going  home,  worked,  and  was  discharged  after  being 
under  treatment  for  six  weeks.  It  was  claimed  that  she  remained 
well.  (She  was  admitted  in  1906  and  the  paper  was  published  in 
1914.) 

He  next  takes  up  the  prison  psychoses,  the  querulants,  the  induced 
psychoses  or  the  "  folies  d  deux,  "  and  the  psychotic  episodes  in  the 
feebleminded,  adding  nothing  new  to  the  problem,  and  then  turns  to 
the  "acute  paranoic  psychoses  without  distinct  etiology."  He  men- 
tions the  observations  of  Friedmann,  who  described  the  cases  of 
women  who  were  of  a  "sensitive,  stubborn,  exalted"  make-up  and 
who  after  an  affectful  experience  developed  a  set  of  ideas  concerned 
wholly  with  the  experience.  They  recovered,  at  least  for  practical 
purposes,  within  two  or  three  years.  He  refers  to  the  work  of  Thomsen, 
who  collected  histories  of  24  cases  who  apparently  without  either 
abnormality  of  make-up  or  known  etiology  developed  acute  paranoic 
psychoses.  Unfortunately  quite  a  number  of  Thomsen 's  cases  are 
suspiciously  like  manic-depressive  episodes.  Nevertheless  there  are 
some  instances  among  his  cases  showing  that  such  acute  paranoic 
psychoses  do  occur.  W.  also  reports  a  number  of  cases  of  which  only 
one  may  here  be  briefly  abstracted. 

The  patient  was  a  young  lawyer,  35,  who  was  in  the  hospital  from 
October  13  to  December  1,  1905.  He  had  a  bad  heredity.  The  grand- 
father and  sister  were  depressive;  the  father  was  hypochondriacal. 
The  patient  was  shy  and  reserved.  Sexually  he  was  always  indiffer- 
ent, had  masturbated  very  little,  had  had  almost  no  relation  with 
women,  little  erotic  feeling  and  no  love  affair  until  quite  late. 
At  a  University  examination  he  developed  a  neurasthenic  state.  He 
recovered  somewhat,  but  often  had  headaches,  blues,  and  various 
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states  of  invalidism,  for  which  he  had  to  go  to  watering-places. 
Through  many  years  he  varied  between  health  and  a  certain 
invalidism. 

Beginning  in  1904  he  had  influenza,  then  occurred  the  first  love 
affair  above  mentioned.  He  was  generally  under  the  weather.  In 
November,  1904,  he  had  again  influenza,  was  in  a  general  hospital,  slept 
badly.  During  the  period  the  doctor  one  night  was  sitting  by  his 
bed,  held  his  hand  and  talked  to  him  for  a  long  time.  That  night  he 
slept  well.  Next  day  he  thought  the  doctor  had  given  him  a  morphia 
injection,  and  this  idea  he  retained  and  elaborated  for  over  a  year. 
Everywhere  he  was,  he  thought  he  got  morphia,  at  his  lodgings,  at 
his  parents'  house ;  he  thought  it  was  in  the  food,  he  could  see  the 
crystals.  Later  when  he  became  rather  stout  he  had  the  idea  that  he 
was  getting  an  eruption,  again  that  his  abdomen  was  distending.  At 
the  same  time  he  felt  that  his  memory  was  getting  better  and  he  had 
a  certain  feeling  of  strength.  The  mood  is  said  throughout  this  time 
to  have  been  rather  depressive.  He  finally  went  to  the  clinic  and 
later  to  a  private  institution.  In  the  latter  place  he  one  day  read  his 
history,  and  from  that  time  on  was  convinced  of  the  falsity  of  his 
ideas  and  has  since  then  been  well.  He  advanced  in  his  position  and 
became  a  judge. 

W.  adds  to  the  description  of  this  patient  that  we  have  no  evidence 
in  this  case  of  a  paranoic  disposition.  It  is  of  course  not  at  all  clear 
why  so  much  is  made  of  "the  paranoic  disposition  "  in  other  cases  in 
which  it  is  proved  just  as  little  as  here,  and  why  here  such  a  disposi- 
tion is  eo  ipso  excluded.  hoch. 

Knauer,  A.:  Die  im  Gefolge  des  akuten  Gelenkrheumatisinus 
anitretenden  psychischen  Storungen.  (The  Psychoses  Occur- 
ring as  a  Result  of  Acute  Articular  Rheumatism.)  Zeitsch.  f.  d. 
ges.  Neurol,  u.  Psychiatrie,  Vol.  21,  pp.  491-559. 

Of  especial  interest  in  this  report  on  psychoses  associated  with  rheu- 
matism are  the  post-rheumatic  psychoses,  and  among  them  especially 
the  post-rheumatic  stupor.  Attention  was  first  called  to  this  form  of 
mental  disorder  in  connection  with  rheumatism  by  Griesinger.  It  is  by 
far  the  most  frequent  form  too,  inasmuch  as  in  93  per  cent  of  the  post- 
rheumatic cases  stuporous  symptoms  are  present.  Symptoms  of 
elation  are  rare  except  for  the  fact  that  during  convalescence  from  the 
stupor  elated  swings  are  not  uncommon. 

K.  makes  four  groups: 

(1)  Anxious  delirious  excitements  in  the  beginning,  followed  by 
a  phase  of  stupor. 

(2)  Excitement,  clearness,  and  stuporous  condition  alternating 
with  each  other. 

(3)  Stuporous  depression  throughout. 

(4)  Amentia-like  excitements  throughout. 
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In  this  last  there  is  apparently  no  stupor,  but  careful  observation 
shows  that  mental  activity  is  slow,  just  as  in  stuporous  patients,  and 
more  so  than  in  many  amentia-like  pictures  after  other  acute  diseases. 

Usually  the  cases  of  the  third  group  (the  stupors)  at  first  show  a 
more  marked  affect,  have  more  delusions,  cry  more,  object  more  to 
feeding  or  to  interference,  so  that  in  the  beginning  we  are  usually 
dealing  with  a  more  active  pseudo-stupor,  while  only  later  a  simple 
palsy  of  the  functions  takes  place.  As  a  rule,  the  cases  begin  with  ex- 
citement, and  the  akinetic  stage  follows,  and  not  infrequently  the 
former  existed  while  fever  and  swelling  were  still  present,  while  the 
stupor  comes  on  with  the  cessation  of  the  symptoms  of  the  acute 
disease. 

The  most  valuab'e  part  of  the  paper  is  a  careful  analysis  of  the  stu- 
por symptoms.  K.  likens  the  stupor  to  a  narcotic  Dammerzustand 
(clouded  state)  "which  in  general  is  not  different  from  physiological 
sleep  and  the  ordinary  artificial  narcoses. "  The  threshold  of  appre- 
hension is  raised,  as  shown  by  the  fact  that  the  patients  do  not  react 
to  pin  pricks  and  no  longer  complain  of  pain.  Another  similarity 
with  the  narcotic  Dz.  is  the  tendency  to  apprehend  complicated  im- 
pressions in  an  illusory  fashion  (the  icebag  was  thought  to  be  a  cannon, 

again  a  child  the  mixing  of  persons  also  belongs  here).    In  the 

acoustic  sphere  similar  things  happen  (misunderstanding  of  words  for 
those  of  similar  sounds).  The  pains  too  seem  to  lead  to  illusory 
elaborations  (operations,  cutting,  limbs  are  cut  off).  In  general  K. 
thinks  that,  as  in  dreams,  the  ccenaesthetic  sensations  and  the  inter- 
nal stimuli  make  more  impression  than  external  stimuli.  He  thinks 
that  to  this  are  due  the  ideas  of  drowning,  dying,  being  dead,  going 
to  be  burned,  having  the  tongue  full  of  glass  splinters,  lying  on  glass 
splinters  or  on.  barrels,  animals  being  on  or  in  the  body,  worms,  snakes, 
mice,  lice,  God  inside,  a  voice  inside,  the  body  swelling,  pregnancy, 
abortions  being  performed,  being  turned  around,  the  sexual  organs 
rotting,  etc. 

At  the  height  of  the  stupor  the  external  stimuli  do  not  seem  to 
arouse  definite  images,  but  they  make  some  impression,  they  produce 
a  thoughtful  facial  expression.  It  is  as  if  they  aroused  a  general  ap- 
perceptive activity  which,  however,  does  not  lead  anywhere.  Again, 
the  blushing  on  pin  pricks  shows  that  perception  leads  to  natural  - 
emotions.  In  one  case  the  pain  of  considerable  intensity  (surgical  in- 
terference) aroused  violent  emotions,  delusional  ideas  about  the 
situation,  and  aimful  will  impulses.  K.  thinks  that  this  is  in  strict  op- 
position to  the  prompt,  hyperaesthetic  but  shallow  reactions  to  sense 
impressions  which  we  see  in  the  delirious  confusions  after  other  acute 
diseases  in  which  the  patients  recognize  impressions  superficially,  re- 
spond quickly,  almost  refiexly  but  often  quite  senselessly,  while  the 
whole  quickly  fades.  In  these  latter  conditions  the  impressions  seem 
to  arouse  the  images  but  not  the  associations  necessary  for  elabora- 
tion.   In  the  stupor,  on  the  other  hand,  the  apprehension  rises  with 
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difficulty  to  the  stage  of  clearness,  and  with  difficulty  is  transformed 
into  will  impulses,  but  it  approaches  more  the  natural  apprehension 
inasmuch  as  it  arouses  more  associations.  The  patients  appreciate 
this  difficulty  of  arriving  at  any  clearness,  and  K.  attributes  to  this  a 
certain  perplexity  sometimes  seen.  Some  patients  claim  that  the 
capacity  to  understand  may  return  quickly,  first  the  understanding  of 
details,  later  the  understanding  of  more  complicated  situations  or 
events. 

Hand  in  hand  with  the  apprehension  disorder  goes  the  loss  of 
thinking  capacity  (the  interference  with  the  intellectual  processes), 
the  capacity  to  draw  conclusions,  to  do  simple  calculations;  but  unlike 
what  we  find  in  amentia  there  is  much  internal  connection  in  the 
utterances.  Not  infrequently  the  thought  processes  begin  with  a 
relatively  vigorous  mental  action,  with  a  dim  consciousness  of  the 
goal;  while  the  pushing  it  through  to  a  real  conclusion  seems  im- 
possible on  account  of  the  incapacity  at  concentration  (Unbesinnlich- 
keit) .  This  inability  to  finish  the  thought  process  seems  to  last  longer 
than  the  apprehension  disorder,  and  longer  than  the  memory  defect. 
[To  the  reviewer  this  would  seem  to  be  a  question  of  intensity  of 
mental  effort  required.] 

As  regards  memory:  In  one  case  a  retention  defect  was  demon- 
strated. K.  thinks  that  the  amnesia  is  due  to  that.  But  there  is  also 
a  general  memory  defect.  In  the  same  patient  it  outlasted  the  reten- 
tion defect.  At  a  time  when  apprehension  and  retention  were  good, 
the  patient  could  not  remember  the  events  of  several  years  before  the 
psychosis.  No  case  was  ever  seen  that  ended  in  Korsakoff  psychosis. 
At  the  height  of  the  stupor,  even  the  memory  of  the  motor  images 
necessary  in  the  use  of  objects  may  be  gone  (amnestic  apraxia). 

In  the  foreground  of  the  picture  stands  the  diminution  of  the  will 
activity.  The  patients  are  described  as  dull,  indifferent.  This  refers 
to  that  part  of  the  will  which  we  call  attention.  The  patients  seem 
not  to  try,  though  they  can  still  be  pushed  to  do  so.  It  seems  a  para- 
lysis-like inability  to  pay  attention,  which  looks  not  unlike  a  typhoid 
dulling  which  Hendricks  described.  In  his  cases  Hendricks  also 
found  that  attention  and  thinking  were  interfered  with;  but  appre- 
hension and  retention  seemed  to  be  better  than  in  the  post-rheumatic 
stupor.  Then  there  is  a  general  inactivity,  a  diminution  of  speech; 
the  latter  is  slow,  low,  or  lost.  Cataleptic  symptoms  are  more  fre- 
quent than  in  other  infectious  conditions.  Catalepsy  is  present  in 
almost  all  cases,  at  one  time  or  another.  Echo-apraxia,  echolalia,  and 
rhythmic  movements  have  been  seen.  One  patient  of  Simon,  who 
was  atypical,  showed  "schizophrenic  symptoms";  he  barked  like  a 
dog  for  a  long  time  [I  have  found  that  the  idea  of  turning  into  an 
animal  is  occasionally  seen  in  benign  stupor  and  it  is  therefore  not  a 
schizophrenic  symptom.]  The  grave  interference  with  the  will  is 
probably  also  the  reason  for  the  very  frequent  and  peculiar  "  Verfal- 
schung  des  Selbstbewusstseins. "    He  gives  as  examples,  that  the 
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patients  at  the  height  of  the  stupor  say  that  they  do  not  exist  any 
more,  have  vanished,  are  dead,  dying,  and  he  also  mentions  the  idea 
they  have  been  made  stupid. 

The  similarity  to  catatonic  will  disorders  is  probably  only  superfi- 
cial. In  concrete  cases  the  diagnosis  is  probably  easy,  when  we 
remember  that  the  post-rheumatic  stupor  has  a  marked  apprehension 
and  thinking  disorder.  Moreover,  a  pure  automatic  negativism'has 
never  been  observed,  and  the  resistiveness  is  associated  with  a  corre- 
sponding mood.  About  the  differentiation  between  this  palsy  of  the 
will  seen  in  stupor  and  the  psychomotor  retardation,  the  following  is 
said:  In  one  of  K.  's  cases  during  convalescence,  the  writing  got  bet- 
ter and  better  as  the  patient  tried,  not  unlike  what  is  seen  in  retardation. 
The  fact  that  some  capacities  return  sooner  than  others  (acting  and 
writing  before  speaking)  shows  that  the  paralysis  of  the  will,  like  re- 
tardation, tends  to  affect  different  fields  differently.  The  striking 
contrasts  which  are  seen  in  certain  mixed  phases  of  manic-depressive 
insanity,  such  as  acceleration  in  one  sphere,  and  almost  complete 
arrest  in  another,  do,  however,  not  occur  here. 

The  loss  of  affects  is  more  complete  at  the  height  of  the  post-rheu- 
matic stupor  than  in  manic-depressive  insanity.  In  the  depressive 
stupor  there  is  always,  even  at  the  height,  a  suffering  expression,  and 
in  the  manic  stupor  an  unmistakable,  bright  expression  in  the  eye, 
whereas  in  the  post-rheumatic  stupor  the  expression  is  mask-like  and 
the  gaze  empty.  [But  there  are  benign  stupors  in  which  this  is  the 
case  too.]  He  thinks  that  the  late  regaining  of  the  speech  is  prob- 
ably due  to  an  especial  difficulty  with  the  coordinative  mechanism  of 
the  tongue.  One  patient  said  that  the  tongue  was  like  paralyzed, 
another  in  regaining  her  speech  went  through  an  intermediate  stage 
in  which  her  attempts  at  speaking  produced  inarticulate  results.  On 
the  other  hand,  anxiety  and  perplexity  inhibit  speech  chiefly,  and  this 
may  play  a  role  too.  Another  point  in  contradistinction  to  the  manic- 
depressive  states  is  that  the  variations  in  the  symptoms  from  one  to 
the  other  are  more  typical  in  the  post-rheumatic  psychoses,  while  in 
manic-depressive  insanity  more  varieties  are  possible.  Another  dif- 
ference from  the  depressive  retardation  seems  to  be  that  if  the 
apparent  or  real  resistances  are  overcome  in  cases  of  post-rheumatic 
stupor,  the  energy  is  greater  than  in  the  manic-depressives.  It  seems 
to  be  more  a  difficulty  in  initiative  in  the  post-rheumatic  stupor.  On 
the  other  hand,  the  impulse  fades  more  quickly.  One  of  the  cases 
showed  that  the  will  palsy  is  the  last  stupor  symptom  to  go.  Often  it 
leaves  suddenly,  comes  and  goes.  It  has  repeatedly  been  seen  that  it 
goes  when  a  new  febrile  attack  comes  on. 

As  to  the  mood  it  is  stated  that  when  stupor  symptoms  begin  we 
have  the  symptoms  of  a  "quiet  melancholia"  with  hypochondriacal 
ideas  or  other  depressive  ideas  (Kleinheit).  Many  cases  remain 
anxious  after  they  have  externally  quieted  down  or  show  surliness, 
suspiciousness,  contrariness.    Most  patients  become  sad,  give  up  hope 
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to  get  well,  have  ideas  of  death  (dying  or  dead) ,  ideas  of  not  being 
able  to  pay  for  the  food,  the  family  is  impoverished,  lost,  dead,  they 
are  condemned,  damned,  have  committed  crimes,  ask  forgiveness, 

excuse  themselves.  The  clouding  with  the  hallucinatory 

experiences  produce  perplexity  and  the  feeling  of  helplessness:  This 
is  more  frequent  than  in  manic-depressive  depressions.  The  dulling 
of  the  affects  in  the  stupor  may  go  to  complete  abolition  not  seen  in 
manic-depressive  depressions.  [But  of  course  seen  in  benign  stupors.] 
This  is  at  the  height  of  the  stupor.  In  other  stages,  however,  we 
find  that  the  affects,  as  well  as  the  thoughts,  constantly  get  lost  in 
the  dream-like  dulling.  Therefore,  the  emotions  are  weaker  and  less 
connected  than  in  manic-depressive  states.  On  the  other  hand,  the 
post-rheumatic  states  are,  on  the  whole,  more  affectful  than  the  amen- 
tias of  other  toxic-infectious  states.  He  points  to  the  fact  that  even  in 
deep  stupor  the  patients  may  blush  as  a  result  of  disagreeable  stimuli, 
even  show  tears,  and  the  sleepy  face  begins  to  look  distressed. 

Quite  interesting  is  the  sudden  change  in  mood  when  the  stupor 
lifts.  The  patient  suddenly  looks  about,  laughs,  plays  pranks.  This 
is  seen  not  only  in  his  cases  but  in  cases  reported  by  others.  This 
hypomanic  mood  also  at  times  breaks  through  before,  for  short  spells. 
But  spells  of  elation  also  occur  in  other  post-infectious  states.  He 
considers  it  quite  out  of  "the  question  that  these  conditions  could  be 
manic-depressive.  The  catamneses  exclude  it.  The  terminal  elation 
never  assumes  the  dimensions  of  a  manic  attack.  Flight  is  never 
present.  The  conditions  never  begin  with  manic  attacks  except  in 
cases  in  which  there  is  an  initial  stage  of  chorea,  but  then  the  manic 
mood  is  probably  of  a  different  origin.  The  stupors,  therefore,  have 
a  certain  type  of  sequence  of  mood  changes  quite  different  from  the 
manic-depressive,  which  in  that  respect  have  no  laws.  Pseudo- circu- 
lar mood  changes  are,  moreover,  not  rare  in  intoxications,  as  we  see  in 
alcohol  intoxication. 

To  judge  from  this  description,  as  well  as  from  a  perusal,  of  K. 's 
cases,  the  reviewer  would  say  that  he  is  not  able  to  see  any  funda- 
mental difference  between  these  stupors  here  reported  and  the  benign 
stupors  which  he  has  had  occasion  lately  to  study  quite  extensively 
and  which  are  in  no  way  connected  with  rheumatism  or  any  other 
infectious  disease.  hoch. 

Oberholzer,  E. :  Ueber  Sliockwirkung  infolge  Aspiration  nnd 
psychischen  Shock  bei  Katatonie.  (On  the  Result  of  Shock 
Due  to  Aspiration  of  Regurgitated  Milk  and  of  Mental  Shock  on 
a  Case  of  Catatonia.)  Zeitsch.  f.  d.  ges.  Neurol,  u.  Psychiatrie, 
Vol.  22,  pp.  113-121. 

The  case  here  reported,  as  well  as  another  one  briefly  described,  is 
interesting  for  the  fact  that  in  both  instances  a  situation  dangerous  to 
life  was  reacted  to  in  a  remarkably  normal  manner  by  a  case  who  wa9 
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apparently  affectively  deteriorated.  The  first  case  is  not  described  in 
full,  but  it  was  evidently  a  chronic  catatonic  dementia  praecox  with  a 
great  deal  of  negativism,  immobility  of  face,  mutism  or  stopping  in 
the  middle  of  a  word  or  sentence.  She  had  to  be  fed,  and  on  one  such 
occasion  when  she  resisted  she  regurgitated  milk  and  then  aspirated 
it.  This  was  at  once  followed  by  a  collapse,  from  the  severe  effects  of 
which  she  recovered  rapidly  however.  For  over  a  day  after  that  her 
condition  was  strikingly  different  from  what  it  had  been.  She  showed 
adequate  and  normal  affects,  and  was  quite  scared  about  her  condition. 
She  spoke  readily,  cooperated  in  a  natural  manner  in  the  treatment. 
In  general  she  could  not,  according  toO.,  be  differentiated  from  a 
normal  person.  In  the  course  of  the  next  day,  after  a  visit  of  the 
husband,  the  former  condition  returned  and  later  she  got  worse. 

The  author  attributes,  of  course,  a  considerable  part  of  the  condition 
to  the  physical  shock,  but  also  lays  stress  on  the  influence  of  the 
actual  danger  in  which  the  patient  found  herself  and  which  she 
appreciated.  He  argues  that,  after  all,  the  autism,  or  the  turning 
away  from  reality  is  quite  a  different  thing  from  the  unwillingness  to 
live,  and  that,  for  this  reason,  a  real  danger  to  life  was  adequately 
reacted  to,  while  reality  was  otherwise  more  or  less  shut  out. 

He  next  speaks  of  a  second  case  of  dementia  praecox,  a  man  who, 
as  student,  before  the  final  examination,  broke  down  with  a  state  of 
indifference,  lack  of  interest,  tendency  to  stay  by  himself.  Treat- 
ment was  of  no  avail,  but  he  got  suddenly  well  through  an  accident 
which  nearly  cost  him  his  life.  He  was  with  friends  in  a  boat  on  a 
lake  when  the  boat  capsized.  He  was  nearly  drowned  and  could 
save  himself  only  with  considerable  exertion.  He  saw  a  friend  drown 
without  his  being  able  to  assist  in  his  rescue.  It  is  claimed  that  the 
patient  was  entirely  well,  soon  passed  his  examination  successfully, 
and  remained  well  for  years.  Later  he  again  broke  down  and 
deteriorated.  hoch. 

Reichmann,  Frieda  :  Ueber  Pupillenstoernngen  bei  Dementia 
praecox.  (On  Disorders  of  the  Pupil  in  Dementia  Praecox.) 
Arch.  f.  Psychiat.,  Vol.  53,  pp.  302-321. 

Among  the  different  disorders  in  the  pupils  in  dementia  praecox 
should  be  mentioned : 

(1)  The  fact  that  Bumke  found  in  60  per  cent  of  cases  of  dementia 
praecox  absence  of  the  psychoreflex  (dilatation  of  the  pupils  associ- 
ated with  mental  activity,  mental  effort,  affects,  etc.),  and  of  the 
reflex  enlargement  due  to  sensory  stimuli.  This  finding  has,  on  the 
whole,  been  confirmed,  in  the  sense  that  these  reactions  are  not 
infrequently  absent  in  dementia  praecox. 

(2)  In  1907  Westphal  described,  in  a  catatonic  stupor,  a  distortion 
of  the  pupil  into  transverse  oval  shape,  with,  at  the  same  time,  dimi- 
nution of  the  light  reaction.    This  condition  was  transient  and 
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seemed  to  go  hand  in  hand  with  the  degree  of  tension  in  the  body 
musculature.  Later,  finding  it  frequently  in  catatonic  stupor,  he 
designated  it  as  "catatonic  stiffness  of  the  pupil."  He  defined  it  as 
a  transient  loss  of  the  light  or  accommodation  reaction,  associated, 
as  a  rule,  with  changes  in  the  shape  of  a  pupil. 

Later  an  assistant  of  Westphal  confirmed  all  this.  Weiler  found 
frequently  diminished  reaction  in  dilated  pupils.  Albrand  found  the 
change  reported  by  Westphal  also  in  catatonic  excitement. 

(3)  E.  Meyer  found  in  seven  cases  of  dementia  praecox  that  pres- 
sure on  ovarian  points  caused  dilatation  of  the  pupils  which  then  did 
not  react  to  light.    Twice  they  took  on  an  oval  form. 

(4)  Other  changes  of  the  pupils  in  dementia  praecox  are  the 
following:  R.  found  61  cases  with  unusually  large,  31  cases  with 
especially  small  pupils;  in  47  cases  they  were  not  round;  in  8  cases 
hippuswas  seen;  in30cases  they  were  unequal;  and  in  17  cases  eccen- 
tric. It  is  interesting  to  compare  her  normal  findings  with  these. 
She  found  20  cases  with  unusually  large  pupils;  14  with  unusually 
small;  15  in  which  they  were  not  round;  19  with  inequality;  and  11 
cases  in  which  the  pupils  were  eccentric. 

Her  examinations  of  the  results  of  Westphal  and  Meyer  were  as 
follows :  She  examined  149  chiefly  recent  cases.  Among  these,  88 
were  hebephrenic,  35  catatonic,  and  26  paranoic.  The  following 
changes  were  found : 


Hebe- 

Cata- 

Para- 

phrenic 

tonic 

noid 

Sluggish  light  reaction  and  distorted  pupil.. 

11 

4 

1 

Sluggish  light  reaction  without  distortion  of 

15 

10 

3 

5 

Sluggish  light  reaction  on  ovarian  pressure.. 

6 

5 

Absence  of  light  reaction  on  ovarian  pressure 

2 

8 

1 

1 

In  addition  she  studied  47  of  these  cases  later  in  a  State  hospital, 
and  found  that,  in  addition  to  11  who  had  shown  defects  at  the  time  of 
the  examination  in  the  clinic,  18  others  had  in  the  meantime  developed 
them,  and  the  author  claims  that  she  found  no  old  catatonics  who  did 
not  show  some  abnormality  of  pupil  reaction.  Striking  and  in  con- 
trast with  Westphal  is  the  absence  of  any  disorder  of  the  accommoda- 
tion reflex.  She  points  to  the  qualitative  and  quantitative  inconstancy 
of  the  phenomena  in  contradistinction  to  the  settled  character  of  the 
syphilitic  pupil  changes. 

Ranke  has  described  two  cases  with  muscular  tension  who  did  not 
react  to  being  spoken  to,  who  got  resistive  when  touched,  and  whose 
pupils  repeatedly  did  not  contract  when  light  was  thrown  on  the  eye, 
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but  "as  soon  as  the  patients  directed  their  attention  to  the  examina- 
tion and  fixed  the  light,  even  very  briefly,  the  spell  was  broken,  and  in 
the  following  minutes  the  light  reaction  could  often  be  readily  pro- 
duced. ' '  The  author  states  correctly  that  it  is  difficult  here  to  exclude 
the  accommodation  reflex. 

R.  calls  attention  to  the  fact  that  similar  things  as  those  described 
by  Westphal  may  be  seen  in  hysteria,  and  the  findings  of  Meyer, 
namely,  that  the  pupil  can  be  influenced  by  pressure  on  the  ovaries, 
speak  also  for  relationship  with  hysteria,  although  some  differences 
in  the  two  types  are  found.  Among  215  dementia  praecox  cases, 
ovarian  pressure  caused  pupil  dilatation  in  113,  14  times  with  loss  of 
light  reaction,  25  times  with  loss  of  diminished  light  reaction.  On 
the  other  hand,  in  hysterical  cases,  the  dilatation  occurred  without 
interference  with  the  light  reaction.  hoch. 

Henderson,  D.  K.:   Catatonia  as  a  Type  of  Mental  Reaction. 
Journal  of  Mental  Science.    Vol.  LXII,  No.  258,  July,  1916. 

The  sweeping  generalization  by  which  Kraepelin  endeavored  to 
identify  practically  all  psychoses  showing  catatonic  symptoms  with 
the  large  group  of  dementia  praecox  has  been  attacked  by  various 
observers  in  the  light  of  accumulated  clinical  experience.  Wilmans, 
who  in  1907  reviewed  Kraepelin's  Heidelberg  cases  of  dementia  prae- 
cox, found  that  a  large  per  cent  of  the  cases  diagnosed  as  catatonia 
had  recovered.  Wilmans  concluded  as  a  result  of  his  study  that 
catatonic  symptoms  as  an  evidence  of  a  deteriorating  psychosis  had 
been  greatly  overrated.  Kirby,  Devine  and  others  have  shown  that 
very  marked  catatonic  and  stuporous  reactions  may  be  met  with  in 
patients  who  also  present  at  other  times  very  typical  manic  states  and 
subsequently  recover.  According  to  Meyer  and  Hoch,  the  Kraepelin- 
ian  principle  of  regarding  all  psychoses  as  disease  entities  with 
characteristic  objective  symptoms  from  which  a  diagnosis  and  prog- 
nosis can  be  made,  does  not  afford  a  reliable  guide  for  circumscribing 
clinical  groups.  In  the  differentiation  of  the  so-called  functional 
psychoses,  Kraepelin  failed  in  not  allowing  for  the  factor  of  person- 
ality and  in  not  giving  sufficient  consideration  to  the  genesis  of  the 
mental  disorder.  If  the  psychosis  is  essentially  determined  by  the 
mental  characteristics  of  the  individual  and  the  main  tendencies  of 
the  personality,  there  is  much  reason  for  believing  that  only  certain 
types  of  persons  are  likely  to  develop  a  dementia  praecox,  and  certain 
other  types  a  manic-depressive  psychosis. 

The  malignancy  of  the  catatonic  and  stuporous  type  of  reaction 
having  been  questioned,  the  writer  reports  briefly  a  series  of  seven 
cases  with  a  favorable  outcome.  An  attempt  is  made  in  each  case  to 
bring  the  evolution  and  symptoms  of  the  disorder  into  relation  with 
the  personality  itself  and  the  conflicts  confronting  the  individual. 
The  clinical  material,  however,  falls  short  in  a  very  essential  respect, 
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namely,  that  with  one  exception  all  of  the  patients  refused  to  reveal 
their  psychosis  in  any  detail  following  convalescence.  Not  even  a 
superficial  analysis  of  the  cases  is  therefore  available.  The  author, 
in  discussing  the  underlying  causes  of  the  attacks,  does  not  consider 
at  all  the  deeper  subconscious  forces  which  are  generally  conceded  to 
play  a  fundamental  role  in  the  groups  of  cases  here  described.  In  all 
of  the  cases  reported,  except  one  which  belonged  clearly  in  the  manic- 
depressive  group,  the  constitution  of  the  personality  was  plainly  of 
the  seclusive  type.  The  writer  admits  that  the  apparent  recoveries 
may  be  only  transitory.  Of  the  cases  described,  brief  synopses  of 
four  will  be  given  : 

Case  I  is  a  student  20  years  old,  of  open  make-up,  who  without 
ascertained  precipitating  cause,  developed  a  mild  manic  condition 
which  lasted  six  months.  This  was  followed  by  a  depression  with 
some  ideas  of  reference,  and  then  a  marked  stupor  developed.  The 
patient  lay  stiffly  stretched  out  in  bed,  extremities  were  cold,  he 
refused  to  speak  or  to  respond  to  painful  stimuli,  wet  and  soiled  the 
bed.  A  few  utterances  during  the  stupor  indicated  some  thinking 
disorder,  e.  g.,  he  seemed  to  believe  that  he  was  on  a  train,  that  he 
was  to  be  shot,  he  once  wrote  the  name  of  his  father's  chauffeur  when 
asked  to  write  his  own.  After  a  few  weeks  in  the  stupor,  a  mild 
manic  state  again  appeared  and  this  was  followed  by  recovery. 

Case  II  is  a  single  woman  of  45  years,  of  seclusive  make-up,  obsti- 
nate, prim,  serious  minded  and  religious.  At  the  age  of  29  she  passed 
through  a  previous  attack  from  which  she  recovered.  Duration  of 
the  present  attack  five  weeks,  developing  with  increase  of  religious 
interest  and  depression.  She  spoke  of  her  sinful  nature.  The  stupor 
then  set  in  and  was  characterized  by  a  dull  expression,  resistiveness, 
catalepsy,  refusal  of  food,  wetting  and  soiling  the  bed.  For  a  time  at 
first  with  clenched  hands  she  kept  flexing  and  extending  her  legs. 
A  few  utterances  pointed  to  hallucinations.  Later  she  grabbed  food 
from  other  patients,  exposed  herself,  chewed  strings  and  hair  and 
made  impulsive  suicidal  attempts.  Sometimes  she  walked  about  in  a 
dull,  blank  way,  knocking  into  persons  and  objects.  She  improved 
after  seven  weeks  and  apparently  recovered.  She  was  quite  averse 
to  any  retrospective  discussion  of  the  psychosis. 

Case  IV  is  a  single  woman  of  42  years,  who  since  the  age  of  21  had 
six  previous  similar  attacks.  She  was  always  sensitive,  seclusive  and 
over-religious.  The  present  attack  developed  acutely  within  a  few 
hours  after  attending  a  church  meeting.  The  next  morning  she  was 
found  sitting  up  in  bed  with  eyes  closed.  After  this  she  lay  in  bed 
in  a  stuporous  state,  eyes  closed,  mute  and  cataleptic.  Once 
when  asked  her  name  she  said  "Jesus"  and  repeated  this.  From 
time  to  time  she  made  sudden  impulsive  movements  such  as  to  throw 
herself  out  of  bed  or  to  bang  her  head  against  some  object,  sometimes 
she  screamed  and  grimaced.  She  recovered  in  a  few  weeks.  She 
would  not,  however,  review  the  psychosis,  saying  merely  that  her 
attacks  were  due  essentially  to  a  dispensation  of  Providence. 
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Case  VI  is  a  married  woman  of  29.  In  disposition  quiet,  retiring, 
sensitive  and  religious.  While  suffering  from  a  severe  cold,  she 
expressed  the  idea  that  she  was  responsible  for  the  pneumonia  of  a 
neighbor.  She  then  prayed  and  sang,  said  God  spoke  to  her,  saw 
angels  and  spirits.  She  tried  to  run  out  of  the  house  nude.  She  had 
a  vision  of  a  flight  of  a  spirit  upward.  She  spoke  of  spirits  of  heaven 
and  earth  inside  of  her,  she  had  destroyed  them  by  swallowing  poison. 
At  first  when  still  accessible  to  questions,  she  was  clearly  oriented 
and  had  a  good  memory.  Gradually  she  passed  into  a  stuporous 
state  with  a  staring  facial  expression,  holding  of  saliva  and  peculiar 
deep  breathing.  The  stupor  lasted  about  two  weeks;  then  she  im- 
proved and  appeared  to  make  a  good  recovery.  She  would  not, 
however,  talk  over  the  psychosis,  said  that  her  difficulties  were 
between  God  and  herself. 

In  discussing  the  cases,  the  author  takes  up  the  diagnostic  import- 
ance of  certain  symptoms,  e.  g.,  the  presence  of  mental  confusion, 
failure  to  react  to  painful  stimuli,  presence  or  absence  of  hallucina- 
tions, cleanliness  of  habits,  etc.  He  does  not  agree  with  Bolton,  who 
claims  that  mental  confusion  exists  to  a  lesser  or  greater  degree  in  all 
cases  which  are  about  to  develop  a  dementia.  Some  evidence  of  con- 
fusion was  present  in  five  out  of  seven  of  the  cases  here  reported. 
Perhaps  the  most  interesting  observation  made  by  the  author  is  that 
a  catatonic  reaction,  even  in  a  shut-in  personality,  may  not  be  of 
grave  import.  In  such  individuals  the  catatonic  state  may  be  looked 
upon  as  a  further  crawling  within  the  shell,  a  period  of  defense  during 
which  the  degree  of  resistance  may  be  gradually  built  up  and  a  read- 
justment made.  The  completeness  of  the  readjustment  must  depend 
to  a  very  large  extent  on  the  amount  of  understanding  which  the 
patient  is  able  to  gain  into  the  nature  of  the  psychosis. 

KIRBY. 
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Prince,  Walter  Franklin:    The  Doris  Case  of  Quintuple  Per- 
sonality.  Journ.  Abnorm.  Psychol.,  1916,  11,  pp.  73-122. 

The  publication  of  this  study  presents  an  excellent  occasion  for 
reviewing  the  concepts  of  dissociation  and  the  conscious,  in  their 
bearing  upon  a  concrete  case.  The  term  multiple  personality  is  ap- 
plicable to  any  series  of  states  systematically  recurring  in  the  same 
individual,  and  sufficiently  different  from  one  another  to  be  clearly 
distinguished.  In  this  sense,  manic-depressive  attacks  constitute 
multiple  personalities.  But  in  the  ordinary  use  of  the  term,  the 
manifest  differences  between  multiple  personalities  concern  the 
memories  of  the  conscious  and  the  behavior  related  to  the  conscious, 
instead  of  lying,  as  in  manic-depressive  states,  chiefly  in  the  affective 
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or  motor  reactions  as  such.  In  this  conception,  multiple  states  are 
sometimes  more  accurately  to  be  spoken  of  as  multiple  consciousness. 

An  idea  belongs  to  the  conscious  when  it  is  capable  of  voluntary 
recall  into  awareness.  Thus  the  name  of  the  editor  of  the  Psychologi- 
cal Review  is  part  of  my  conscious,  because  I  can  at  will  recall  it. 
The  name  of  the  editor  of  the  Zeitschrift  fur  Psychologie  is  not  part 
of  my  conscious,  because  although  I  have  known  it,  I  can  not  now 
tell  what  it  is.  It  belongs  to  my  unconscious,  whence  it  might  be 
recalled  in  dream-life,  psycho-analysis,  or  any  circumstances  that 
operate  to  release  the  unconscious.  The  chief  way  to  indicate  objec- 
tively the  recall  of  an  idea,  is  to  express  it  in  language.  The  crite- 
rion of  a  mental  process's  belonging  to  the  conscious  is  the  ability  of 
the  person  to  tell  it  in  terms  of  language,  or  let  it  specifically  deter- 
mine voluntary  action  in  some  other  way.  An  idea  that  is  thus  avail- 
able, can  be  regarded  as  consciously  "remembered." 

The  essential  feature  of  multiple  consciousness  is  that  some  memo- 
ries are  systematically  lost  to,  dissociated  from,  the  consciousness  at 
one  time,  while  they  are  preserved  to,  or  integrated  with,  the  con- 
sciousness at  another  time.  When  there  is  a  systematic  alternation  of 
the  memory-contents  from  time  to  time,  it  is  said  that  there  are  two 
systems  of  consciousness,  distinguished  by  their  not  having  the  same 
sets  of  memories.  When  to  these  differences  in  content  of  conscious- 
ness there  are  added  other  differences,  as  of  temperament,  not  de- 
pendent on  the  content  of  consciousness,  it  is  appropriate  to  speak  of 
multiple  personality  in  addition  to  multiple  consciousness. 

In  the  case  now  reported  by  W.  F.  Prince,  there  was  a  succession  of 
conscious  systems,  termed  in  the  study,  R.  D.  (the  main  personality), 
S.  D.,  M.,  and  S.  M.  Each  of  these  had  access  to  the  memories  of 
those  named  before  it.  R.  D.  had  no  access  to  the  memories  of  S.  D.f 
M.,  and  S.  M.  Thus,  "both  M.  and  S.  D.  left  notes  for  her  to  read.  " 
The  memories  of  S.  M.  included  those  of  M.,  S.  D.,  and  R.  D.,  with 
additions  peculiar  to  S.  M.  alone.  "She  was  the  only  one  of  the  four 
.  .  .  .  who  showed  not  a  trace  of  suggestibility."  A  fifth  state  was 
called  S.  R.  D.  It  was  a  somnambulic  state  whose  utterances  implied 
memories  from  the  existences  of  R.  D.  and  S.  D.  (it  was  a  sort  of 
"automatic  phonograph  "  of  R.  D.  and  S.  D.),  as  well  as  some  memo- 
ries peculiar  to  itself.  It  scarcely  earned  the  name  of  a  "personality, " 
though  the  author  feels,  doubtless  with  great  reason,  that  it  could 
have  been  educated  to  be  such.  S.  M.  and  M.  had  no  access  to 
memories  of  S.  R.  D.  It  was  apparently  an  automatism  of  the  "un- 
conscious" of  S.  D.  and  R.  D.  The  scheme  of  intercognition  was 
thus  simple  in  its  general  features  (many  notes  and  diagrams  are 
giv^en  on  details),  but  differed  from  the  more  familiar  type,  e.  g.,  the 
Ansel  Bourne  case  and,  in  part,  S.  D.  here,  in  which  the  bulk  of  the  main 
personality's  conscious  memories  are  lost  to  the  incidental  person- 
ality. In  the  present  case,  incidental  personalities  carry  the  conscious 
of  the  main  personality  and  other  memories  peculiar  to  themselves. 
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No  student  of  multiple  personalities  seems  to  have  appreciated  how 
much  mental  measurement  would  add  to  the  interest  and  intelli- 
gibility of  such  observations.  The  above  statements  as  to  the  relative 
contents  of  consciousness  may  be  accepted  in  general,  but  in  the 
nature  of  things  they  are  not  quantitative,  and  the  account  of  differ- 
ences in  the  personalities  outside  the  contents  of  the  conscious  is 
meagre  while  exceedingly  suggestive  for  experimental  work.  On 
the  motor  side,  S.  D.  "finally  attained  phenomenal  skill  in  certain 
kinds  of  manual  work,  particularly  embroidery,  far  beyond  that  of 
R.  D.,  and  still  more  of  M."  Thus  certain  deeply  practised  phe- 
nomena appear  not  to  have  been  carried  over  between  the  personali- 
ties. And  this  was  true  not  only  with  reference  to  R.  D.,  who  indeed 
had  no  access  to  the  conscious  of  S.  D.,  but  also  with  reference  to  M.t 
who  had  access  to  the  conscious  of  S.  D.,  but  apparently  not  to  these 
more  automatic  abilities  of  the  latter.  A  number  of  sensory  distinc- 
tions are  described,  certain  of  which  must  be  noticed  later.  Import- 
ant temperamental  differences  are  noted  between  R.  D.,  S.  D.,  and  M., 
who  are  the  more  active  of  the  personalities.  The  description  of  R. 
D.  is  that  of  a  good  personality.  S.  D.  was  of  inferior  makeup,  some- 
what shut  in.  M.  was  infantile,  lappisch ;  and,  the  author  says, 
"never  psychically  more  than  ten  years  old,"  a  remark  that  suggests 
intelligence  scales,  though  it  is  not  clear  that  such  determinations 
were  made.  The  childish  character  of  M.  and  her  "grotesquely 
immature  notions  on  certain  subjects,"  are  striking  in  view  of  her 
complete  access  to  the  consciousness  of  the  main  personality,  R.  D. 

On  page  97  it  is  stated,  in  accordance  with  the  above,  that  "S.  D. 
knew  or  zuas  capable  of  knowing"  (italics  reviewer's),  "(since  like 
any  normal  person  she  did  not  always  pay  attention  to  what  was  within 
view)  all  that  R.  D.  did,  said,  experienced  and  thought."  Paragraph 
(2),  page  100,  does  not  clear  up  a  seeming  inconsistency  between  this 
statement  and  one  on  page  79  in  which  S.  D.  "had  no  initial  knowl- 
edge of  any  person,  any  name  or  word,  any  object  or  fact  whatsoever 
while  she  only  instinctively,  as  it  were,  performed  the  simplest  acts, 
such  as  rising,  sitting  down,  walking  and  handling  things."  The 
individual  was  17  years  old  at  the  inception  of  S.  D.  Possibly  the 
reference  is  only  to  mental  processes  of  R.  D.  occurring  after  S.  D.  's 
inception,  but  the  situation  is  still  complicated,  for  the  full  meaning 
of  these  processes  to  R.  D.  would  necessarily  involve  some  associa- 
tions with  past  experiences. 

At  any  rate,  S.  D.  began  as  an  infantile  personality,  needing 
reeducation.  S.  D.  s  learning  was  rapid,  as  noted  in  other  cases  of 
similar  nature,  showing  the  preservation  of  unconscious  memories  to 
the  new  personality.  The  fact  that  this  reeducation  proceeded  chiefly 
from  the  personality  of  M.  opens  further  questions  as  to  the  relations 
of  the  different  states  and  their  reactions  towards  each  other.  As 
here  instanced,  this  was  in  the  main  cooperative ;  the  house,  if 
divided,  was  not  divided  against  itself. 
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In  order  that  multiple  states  of  consciousness  or  multiple  person- 
alites  may  be  observed,  there  must  be  alternations  in  their  control  of 
(integration  with)  reaction  mechanisms.  The  behavior  of  the  reac- 
tion mechanisms  must  be  consistent  now  with  the  content  of  one  of 
the  mental  systems,  now  with  the  content  of  the  other.  No  mental 
system  not  in  control  of  a  reaction  mechanism  can  give  token  of  its 
existence.  In  Prince's  paper,  the  personality  at  any  time  in  control 
of  the  reaction  mechanism,  is  said  then  to  be  "out."  In  normal  per- 
sons, a  single  mental  system  is  in  control  of  the  higher  reaction 
mechanisms,  but  automatic  writing,  not  to  mention  "one-sided  delir- 
ium," shows  that  this  is  not  necessary.  When  as  in  such  cases,  one 
mental  system  controls  some  reaction  mechanisms,  and  another  men- 
tal system  controls  others,  it  is  called  "simultaneous  dissociation." 
The  Doris  case  was  apparently  not  greatly  characterized  by  such  phe- 
nomena, though  they  were  demonstrable.  A  rapid  alternation  in  the 
control  of  reaction  mechanisms  seems  to  have  been  more  typical. 
"M.  taught  her"  (S.  D.),  speaking  subliminally  by  the  lips,  and  sub- 
liminally  using  the  hands,  etc.,  alternately  with  S.  D.  She  pointed 
at  objects  and  gave  their  names,  and  S.  D.  would  then  point  and  re- 
peat the  names;  she  performed  acts  and  S.  D.  obediently  copied 
them."  It  seems  to  the  reviewer  that  the  use  of  subliminally  here 
must  be  wholly  conceptual,  and  it  is  a  question  if  the  concept  is  a 
really  valuable  one.  When  on  p.  98  S.  D.  is  spoken  of  as  "sublim- 
inally coconscious  "  with  R.  D.,  it  sounds  like  a  contradiction  in  terms, 
but  it  is  simply  meant  that  S.  D.  was  conscious,  but  had  at  that  time 
no  control  of  a  reaction  mechanism  through  which  to  make  that  con- 
sciousness manifest.  Subliminally  has  here  a  meaning  that  would 
seem  better  rendered  by  akinetic,  but  it  can  not  have  even  this  sig- 
nificance in  the  previous  instance,  where  M.  controls  "subliminally" 
such  reaction  mechanisms  as  speech  and  pointing.  The  kinetic 
criterion  of  consciousness  is  fully  appreciated  by  the  author,  for  in 
discussing  the  relations  of  M.  and  S.  M.,  he  writes  that  the  former 
"though  mysteriously  inhibited  from  hearing  the  other's  speech, 
talked  much  of  the  time  herself,  in  her  very  different  tones,  some- 
times cutting  a  sentence  or  word  of  S.  M.  in  two,  and  frequently  per- 
formed her  characteristic  acts,  unconscious  that  she  was  interfering 
with  another.  The  expressions  of  the  two  flitted  over  the  face  by 
turn,  or  sometimes  momentarily  blended,  and  many  convincing  illus- 
trations are  given  ....  of  the  two  consciousnesses  acting  together, 
sometimes  in  unison,  but  often  at  cross  purposes.  "  He  has,  however, 
a  certain  reluctance,  which  seems  also  to  be  chiefly  conceptual,  about 
regarding  two  individual  complexes  as  operating  "not  only  together 
but  at  the  same  psychic  level."  Now,  if  one  mental  system  is  in  con- 
trol of  all  the  reaction  mechanisms,  then  the  only  evidence  we  can 
have  of  a  coconscious  state  (i.  e. ,  another  consciousness  existing  at  that 
time)  is  retrospective,  namely,  in  that  when  the  latter  consciousness 
gains  control  of  reaction  mechanisms,  it  can  describe  what  took  place 
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while  the  former  consciousness  was  in  control  of  these  reaction  mech- 
anisms. Thus,  of  two  coconscious  systems,  one  may  be  kinetic  (in 
control  of,  or  integrated  with,  reaction  mechanisms)  and  the  other 
akinetic;  but  it  does  not  follow  that  the  mental  processes  of  the  kin- 
etic system  are  of  a  higher  or  a  different  level  than  those  of  the  akinetic. 
In  a  case  observed  by  colleagues  the  main  personality  would  lose 
control  of  the  reaction  mechanisms,  which  was  assumed  by  a  mental 
system  of  destructive  and  negativistic  tendencies;  the  consciousness 
of  the  main  personality  was  not  abolished,  but  seemed  to  watch  pow- 
erlessly  what  the  incidental  personality  did.  In  nightmare-like 
conditions,  the  main  personality  becomes  akinetic,  with  an  inability 
to  speak  or  move  that  may  persist  into  waking  consciousness,  after  the 
real  surroundings  are  appreciated,  without  a  trace  of  Angst,  and  with 
full  insight  into  the  condition.  The  dissociations  of  the  Doris  case 
had  this  type  of  simultaneity,  in  which  the  "out  "  personality  was 
kinetic,  and  others  coconscious  but  akinetic.  In  the  series  R.  D.,  S. 
D.,  M.,  S.  M.,  when  a  forward  personality  (R.  D.  being  foremost)  was 
out,  it  would  be  kinetic,  and  those  rearward  of  it  would  be  akinetic 
but  coconscious  with  it.  Thus,  S.  M.  "had  insight  into  all  the  con- 
tent of  the  consciousnesses  of  R.  D.,  S.  D.  and  M  not  as  a 

transference,  but  a  part  of  the  contents  of  her  own  observation." 
If  two  coconscious  states  are  both  sufficiently  kinetic,  one  may  an- 
swer questions  by  speaking,  while  the  other  answers  different  ones  in 
writing.  If  one  is  akinetic,  the  only  record  of  its  consciousness  dur- 
ing its  akinetic  period  must  come  from  its  memories  of  that  period  in 
a  future  kinetic  state. 

There  is  a  type  of  dissociation — familiar  to  observers  of  schizo- 
phrenic conditions — in  which  dissociated  mental  processes  are  intruded 
into  those  of  the  main  personality,  in  the  form  of  ideas,  hallucina- 
tions or  impulsive  acts.  To  these  belong  the  so-called  ' '  autochthonous 
ideas"  which  have  served  in  the  diagnosis  of  dementia  prsecox. 
The  main  personality  perceives  these  intrusions  as  such,  and  may 
explain  them  with  a  fair  degree  of  insight,  or  attribute  them  to  exter- 
nal, hypnotic,  electrical  or  mystical  influences.  They  are  to  be 
regarded  as  belonging  to  a  series  of  mental  processes  normally  un- 
conscious as  well  as  akinetic,  but  which  here  for  unknown  reasons 
sporadically  become  conscious,  and  when  the  patient  reacts  to  them, 
also  kinetic  (in  the  Fehlhan  ilungen  of  everyday  psychopathology, 
they  are  kinetic  without  being  conscious).  It  is  a  difficult  and 
uncertain  task  to  reconstruct  this  mental  system,  since  we  get  only 
these  scattered  indications  of  its  content.  In  the  Doris  case,  how- 
ever, such  intrusive  mental  processes  appearing  in  a  "forward" 
personality,  are  clearly  intruded  from  the  mental  contents  of  a 
rearward  personality.  They  are  fragments  of  the  mental  life  of  a 
rearward  personality,  which  alone  reach  the  awareness  of  a  forward 
personality,  and  are  the  forward  personality's  only  direct  testimony  (to 
the  rearward  personality's  existence.    "Within  the  period  of  my 
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observation,"  writes  the  author,  "not  only  sporadically  unspoken 
sentences  or  single  words  'bubbled  up'  from  a  lower  personality  to 
R.  D.),  conveying  a  hint  or  an  admonition,  but  she  was  often  aware 
of  an  inward  perturbation  from  which  she  could  correctly  infer  the 
sentiments  of  .  .  .  .  M."  Such  early  intrusive  ideas  of  M.  into  the 
consciousness  of  R.  D.  are  described  as  M.  "talking  through  her 
mind"  (typically  schizophrenic  phraseology),  "  there  at  times  being 
the  hallucination  of  actual  speech,  and  at  times  only  thoughts  recog- 
nized as  coming  from  her  subliminal  companion  whom  she  in  childhood 
supposed  must  be  a  sort  of  a  sister."  Similarly  M.  did  not  know  the 
thoughts,  or  except  by  inference,  of  the  existence  of  S.  M.,  but  had 
been  "often  aware  of  opposition  and  even  punishment,  the  sourceof 
which  she  could  not  define."  In  like  manner  S.  D.  knew  little  of  M. 
except  what  M.  told  her  in  notes  which  the  personalities  interchanged; 
but  in  the  consciousness  of  S.  D.  there  "emerged  emotions  and 
unspoken  thoughts  of  which  she  well  recognized  the  source  and  the 
meaning."  In  these  cases  the  rearward  personality  is  akinetic  in 
having  no  control  over  external,  voluntary  reaction  mechanisms.  It 
manifests  itself  fragmentary  to  the  consciousness  of  the  out  person- 
ality by  thought  processes  intruded  into  the  latter's  awareness.  In 
the  impulsive  acts  of  schizophrenia,  the  submerged  mental  system 
becomes  for  the  moment  kinetic,  and  suspends  the  main  personality 
from  the  control  of  the  reaction  mechanisms.  By  a  similar  though 
less  pathological  process,  the  Doris  personalities  alternate  in  the  use 
of  the  lips  and  limbs. 

The  paper  is  descriptive,  and  does  not  go  into  psychogenic  factors. 
Acute  precipitating  causes  are  mentioned  for  the  inception  of  each 
personality.  At  three  years,  M.  and  S.  M.  ensued  on  the  patient's  being 
thrown  to  the  floor  by  her  alcoholic  father.  S.  D.  came,  as  noted,  at 
seventeen  years,  at  the  time  of  her  mother's  death.  S.  R.  D.  began  a 
year  later  with  a  fall  on  the  back  of  her  head,  and  was  strengthened 
by  another  fall  some  months  afterwards.  Alternations  between  the 
existing  personalities  are  accounted  for  by  the  author  on  a  fatigue 
and  rest  basis.  The  alternations  were  preceded  by  a  specific  motor 
phenomenon,  a  jerk  or  oscillation  of  the  head  from  the  neck,  which 
might  be  more  or  less  pronounced  according  to  the  abruptness  of  the 
transition.  There  was  some  volitional  element  in  the  transitions. 
Once  when  the  infantile  M.  came  "out"  in  church,  S.  M.  is  said 
to  have  "pulled  her  in  "  with  great  effort,  causing  R.  D.  to  resume 
her  normal  place  in  control.  In  the  later  history  of  the  case, 
R.  D.  might  maintain  herself  voluntarily  for  a  brief  time  after 
a  change  was  due,  which  proved  a  very  exhausting  procedure.  M. 
had  a  faculty  described  as  " ducking  under,"  that  is,  relinquishing 
control  with  no  other  personality  to  take  her  place.  A  comatose  con- 
dition would  supervene,  and  after  ten  minutes,  cataleptic  rigidity. 
The  greatest  number  of  alternations  noted  in  a  single  day  was  fifty- 
one. 
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Among  the  phenomena  of  regression  present  in  the  case,  have  been 
noted  ihe  infantile  personality  of  If.  and  the  infantile  beginnings  of 
S.  D.  In  the  state  S.  R.  D.  there  was  what  appeared  to  be  a  repro- 
duction of  the  individual's  part  in  past  conversations,  taking  place  at 
any  previous  time  back  to  the  days  of  early  childhood.  They  covered 
the  whole  range  from  childhood  to  young  maturity.  "When  one 
listened  to  one  side  of  a  conversation,  for  example,  between  R.  D.  and 
her  mother  when  the  former  was  seven  years  of  age,  heard  the  childish 
intonations  so  charged  with  adoration,  saw  the  ecstatic  juvenile 
countenance  from  which  all  care  and  sorrow  had  magically  been 

erased,  and  noted  how  she  laughed  and  clapped  her  hands  with 

joy,  it  was  hard  to  avoid  believing  that  one  was  hearing  and  behold- 
ing a  very  transcript  of  the  tones,  looks  and  gestures  of  fifteen  years 
before." 

The  most  remarkable  contribution  of  this  kind,  however,  is  made 
during  the  involution  of  the  incidental  personalities,  in  the  course  of 
what  has  been  a  two  years'  restoration  of  the  main  personality  to  the 
guiding  role.  The  chief  external  factor  in  achieving  this  result, 
besides  the  changed  environment  incidental  to  the  individual's  being 
received  into  the  author's  home,  seems  to  have  been  the  restraint  of 
the  incidental  personalities  from  carrying  on  activities  peculiar  to 
them,  as  embroidery  in  the  case  of  S.  D.  In  this  process  there  is 
reported  one  of  the  striking  regressive  phenomena  of  the  literature. 
Psychopathology  has  built  the  concept  of  regression  mainly  on  topical 
symptoms  like  a  delusional  return  to  the  father,  an  autoerotism,  a 
childish  rationalization.  But  in  the  Doris  case,  the  two  personalities 
If.  and  S.  D.  reach  their  final  extinction  through  a  regressing  psychic 
infantilism  pervading  all  their  reactions.  S.  D.  ceased  to  recognize 
the  au  hor's  family,  "forgot  all  but  a  little  of  her  old  life,  came  to 
feel  herself  a  person  kept  prisoner  for  some  mysterious  purpose.  .  .  . 
sank  into  mental  infancy,  ....  having  only  a  small  circle  of  infantile 
ideas  and  prattling  speeches  remaining,  with  little  baby-plays  and 
gurgling  laughter.  She  could  not  now  walk  or  stand  or  hold  her 
head  upright,  she  did  not  know  that  her  hands  were  a  part  of  herself, 
and  moved  them  only  automatically."  The  corresponding  process 
in  If.  is  more  graphically  described:  "Never  psychically  more  than 
ten  years  old,  If.  like  S.  D.  grew  younger,  but  with  differences.  S.  D. 
retreated  into  an  infancy  which  was  never  hers,  since  the  socalled 
'infancy'  of  her  beginnings  five  years  before,  had  been  that  of  knowl- 
edge, not  of  intellect;  but  If.  was  to  retrace  the  steps  of  her  historical 
development  not  indeed  to  infancy,  but  to  about  her  period  when 
R.  D.  was  five  years  old.  As  the  months  went  on  If.  took  up  old 
mannerisms  and  her  thoughts,  locution  and  pronunciation  became 
more  and  more  juvenile.  The  time  came  when  Teutonisms  in  pro- 
nunciation and  construction  began  to  appear,  representing  the  period 
when  in  R.  D.'s  sixth  year,  If.  picked  up  German  tricks  of  speech, 
which  she  discarded  on  going  to  school  a  year  later.    Then  these 
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peculiarities  disappeared.    She  had  passed  through  this  stratum  of 

experience  "    Surely  the  infantile  type  of  regression  was  never 

shown  to  better  advantage  than  here. 

In  addition  to  the  strictly  regressive  phenomena,  the  involution  of 
S.  D.  and  of  M.  was  marked  by  functional  compensations  to  R.  D.  and 
perhaps  also  to  S.  M.  This  was  noted  in  the  spheres  of  sensation  and 
memory,  but  apparently  not  in  motor  accomplishments.  A  detailed 
account  of  the  sensory  changes  is  given  on  pp.  94-97  of  the  study. 
While  lost  sensory  capacities  of  M.  might  thus  reappear  in  the  sensa- 
tions of  R.  D.,  lost  memories  of  R.  did  not  do  so.  In  the  case  of  S. 
D.,  however,  memories  which  disappeared  from  this  consciousness 
would  "emerge  coincidently  in  the  consciousness  of  R  D. "  The 
chief  functional  compensation  of  M.  to  R.  D.  was  thus  sensory  and  of 
S.  D.  to  R.  D.  ideational.  After  the  last  appearance  of  S.  D.  the 
menstrual  function  resumed,  which  had  been  interrupted  for  the  five 
years  of  S.  D.'s  career. 

Criticism  of  the  observation  of  this  remarkable  case  may  be  sus- 
pended until  the  appearance  of  a  fuller  report  which  is  here  antici- 
pated. The  fact  that  it  raises  so  many  more  questions  than  it  answers, 
is  testimony  to  the  stimulating  interest  of  the  study,  as  much  as  to 
lack  of  completeness.  But  this  preliminary  report  has  not  made  upon 
everyone  the  impression  of  an  accurately  observed  case  despite  the 
minuteness  of  the  account.  The  use  of  terminology  like  the  "A 
Phase"  by  one  personality  in  discussing  another,  will  raise  suspi- 
cions of  artefaction.  In  the  full  report,  proof  will  be  sought  of  much 
that  is  here  accepted  on  assertion.  Nor  does  it  seem  wise  to  have 
brought  up  the  issue  of  telepathy  until  it  could  be  completely  gone 
into. 

The  alternations  of  personality  substantially  ceased  on  April  19, 
1914.  The  state  of  S.  M.  still  exists,  but  its  appearance  seems  depend- 
ent "upon  volition  exclusively."  The  status  of  this  personality  is, 
apparently,  that  of  a  mental  system  forming  part  of  the  unconscious 
of  R.  D.  According  to  the  account,  it  should  have  a  number  of 
memories  otherwise  inaccessible  to  the  conscious  of  R.  D.,  ("men- 
tally, she  seemed  the  maturest  of  all  ")  and  thus  play  a  helpful  part 
in  ordering  R.  D.'s  conduct.  wei^s. 


DEPARTMENT  OF  PATHOLOGICAL  ANATOMY. 

Warthin,  Alfred  Scott:  The  Persistence  of  Active  Lesions 
and  Spirochetes  in  the  Tissues  of  Clinically  Inactive  or 
"  Cured  "  Syphilis.  American  Journal  of  the  Medical  Sciences, 
October,  1916. 

Warthin,  writing  upon  the  problem  of  syphilis  from  the  patholo- 
gist's viewpoint,  reports  that  in  the  pathological  service  of  the 
University  of  Michigan  there  were,  from  1912  to  1914,  forty-one 
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autopsy  cases  (one-third  of  the  adult  cases)  that  showed  by  micro- 
scopic examination  active  syphilis,  determined  either  by  the  presence 
of  spirochetes  or  by  characteristic  tissue  lesions.  He  divides  these 
cases  into  three  groups. 

(1)  Eleven  cases  in  which  there  was  a  known  history  of  syphilis,  with 
treatment  regarded  as  adequate,  and  resulting  in  a  clinical  cure. 
The  clinical  diagnoses  of  these  patients'  final  conditions  included 
cardio-vascular-renal  disorders,  tumors,  surgical  conditions  and  pneu- 
monias, and  not  syphilitic  conditions.  Some  of  the  cases  had  had 
salvarsan  treatment.  The  blood  Wassermann  was  negative  in  the 
five  cases  in  which  it  was  taken. 

(2)  Five  cases  had  had  clinically  active  syphilis,  with  active  treat- 
ment, including  salvarsan.  All  of  these  showed  involvement  of  the 
nervous  system. 

(3)  Twenty-five  cases  in  which  a  syphilitic  history  could  not  be 
obtained  or  was  specifically  denied  b}'  the  patient.  The  clinical 
diagnosis  did  not  include  syphilis  and  no  antisyphilitic  treatment  had 
been  given.  These  cases  had  presented  clinically  a  wide  variety  of 
conditions  such  as  may  be  seen  in  any  general  hospital.  In  ten  cases 
in  which  the  Wassermann  was  done  it  was  negative. 

In  all  of  these  forty-one  patients  the  pathological  examination 
showed  lesions  of  active  syphilis  that  were  practically  the  same, 
whether  in  cases  that  had  formerly  been  treated,  or  were  being 
actively  treated  at  the  time  of  death,  or  had  received  no  treatment. 
Spirochetes  were  demonstrated  by  the  Levaditi  method  in  the 
tissues  to  such  an  extent  in  the  cases  of  group  one,  in  all  the 
cases  of  group  two,  and  in  ten  of  the  cases  of  group  three,  that  it  was 
considered  there  was  left  no  room  for  doubt  as  to  the  diagnosis  of  the 
syphilitic  character  of  the  lesions  in  all  the  cases.  These  active 
lesions  were  found  in  the  heart  in  36  cases,  in  the  aorta  in  32,  in  the 
testis  in  31,  in  the  liver  in  4,  in  the  adrenals  in  6,  in  the  pancreas  in  6, 
in  the  spleen  in  1,  and  in  the  central  nervous  system  in  5  cases.  It  was 
judged  that  this  last  figure  would  have  been  higher  if  the  central 
nervous  system  had  been  available  regularly  for  examination,  which 
was  not  the  case. 

Warthin  calls  attention  to  the  sociological  importance  of  the  prev- 
alence of  latent  syphilis  as  shown  by  these  cases,  and  remarks  that  it 
places  latent  syphilis  upon  a  plane  of  importance  nearly,  if  not  quite, 
equaling  that  of  tuberculosis  as  a  factor  opposed  to  the  health  and 
progress  of  the  race.  He  believes  that  latent  syphilis  will  be 
found  to  be  the  chief  factor  in  the  production  of  myocardial  insuffi- 
ciency and  the  cardio-vascular-renal  complex.  He  believes  that  many 
of  the  latent  cases  without  history  are  innocent  congenital  cases  or 
victims  of  familial  infection;  each  of  these  types  may  run  its  course 
unrecognizably  during  life. 

Regarding  the  Wassermann  reactions  in  latent  syphilis,  Warthin 
points  out  that  a  certain  percentage  of  cases  will  give  a  positive 
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reaction,  but  that  many  will  be  negative;  blood  and  spinal  fluid  will 
often  show  contradictory  results;  under  given  conditions  only 
strongly  positive  reactions  are  of  any  diagnostic  value;  and  the 
negative  Wassermann  can  not  be  taken  as  any  evidence  of  the 
absence  of  latent  syphilis. 

Warthin  considers  that  "cured  "  syphilis  in  many  cases,  if  not  all, 
is  but  a  latent  infection  or  "symbiosis"  with  spirochetes  of  a  very 
low  virulence,  and  he  points  out  the  importance  of  finding  out  the 
conditions  under  which  these  organisms  renew  their  aggressiveness 
and  cause  more  marked  change.  This  is  of  particular  interest  to  us 
in  our  consideration  of  syphilis  of  the  nervous  system.  It  is  pointed 
out  that  the  general  hygiene  of  the  latent  syphilitic  as  a  germ  carrier 
is  probably  of  as  great  importance  as  that  of  the  possessor  of  latent 
tuberculosis.  Promises  of  cure  of  the  syphilitic  infection  within 
definite  time  limits  can  never  be  safely  made,  and  advice  as  to  treat- 
ment must  include  the  possibility  of  treatment  extending  over  many 
years. 

Observations  such  as  these,  from  the  pathologist's  viewpoint, 
emphasize  the  uncertainty  of  the  clinical  diagnosis  of  syphilis,  and 
the  inadequacy  of  the  present  forms  of  treatment  toward  the  irradica- 
tion  of  the  disease.  Such  observations  bring  out  the  tremendous 
need  of  invoking  all  social  and  medical  forces  toward  the  prevention 
of  syphilis,  if  its  effects  are  to  be  wiped  out  eventually. 

CHENEY. 


DEPARTMENT  OF  CHEMISTRY  AND  SEROLOGY. 

Weston,  Paui,  G.:  The  Colloidal  Gold  Precipitating  Substance 
in  the  Cerebro-Spinal  Fluid  in  Paresis.  Journal  of  Medical 
Research,  Vol.  34,  No.  1,  pp.  107-112. 

Weston  has  investigated  the  assertion  of  Matzkiewitsch  that  col- 
loidal gold  is  a  delicate  reagent  for  the  detection  of  peptone,  being 
interested  in  determining  if  possible  the  substance  responsible  for 
the  precipitation  of  colloidal  gold  by  paretic  fluids.  He  reaches  the 
conclusion  that  Matzkiewitsch  is  in  error  in  this  regard  and  that  the 
error  lies  in  the  fact  that  Matzkiewitsch  must  have  used  an  impure 
peptone;  that  albumoses,  especially  synalbumose,  are  the  bodies 
concerned  in  the  phenomena  which  were  observed.  Weston  tested 
the  ash  of  positive  spinal  fluids  and  found  that  it  did  not  precipitate 
gold.  He  boiled  spinal  fluid  for  five  minutes  and  filtered  through 
lead-free  glass  wool  in  order  to  isolate  the  copper  sulphate  reducing 
substance  in  the  positive  spinal  fluid.  This  was  found  not  to  precipitate 
gold.  Hedialyzed  positive  spinal  fluid  from  numerous  cases  in  thimbles 
impermeable  to  albumin  but  equally  permeable  to  peptone  as  deter- 
mined by  the  ninhydrin  and  biuret  tests,  against  sterilized  distilled 
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water.  The  Wassermann  reaction,  the  ammonium  sulphate  globulin 
test,  colloidal  gold  test  and  ninhydrin  reaction  were  applied  to  the 
fluids  and  dialy sates.  It  was  found  that  the  Wassermann  reacting 
substance  is  not  dialyzable,  that  the  gold  precipitating  substance  is 
dialyzable,  that  a  substance  precipitating  with  ammonium  sulphate  is 
also  dialyzable  and  that  the  dialysate  frequently  shows  a  pink  color 
with  ninhydrin.  This  is  important  experimental  proof  that  the 
Wassermann  reacting  substance  and  the  gold  precipitating  substance 
in  paretic  fluids  are  not  identical.  Heat  (boiling  for  five  minutes) 
destroys  both  Wassermann  reacting  substance  and  gold  precipitating 
substance.  Amino-acids  were  titrated  for  by  the  formol  titration 
method.    They  were  not  found  to  be  present.  morse. 

Weston,  Paul  G.:  The  Reaction  of  the  Cerebro-Spinal  Fluid 
in  the  Psychoses.  Journal  of  Medical  Research,  1917,  XXXV, 
pp.  367-371. 

Weston  has  investigated  the  reaction  or  better  the  hydrogen  ion 
concentration  of  spinal  fluid  in  various  psychoses  using  the  colori- 
metric  method  of  Levy,  Rowntree  and  Marriott  for  determining  the 
hydrogen  ion  concentration.  He  finds  this  to  lie  between  pH=7.9 
and  pll=8.3,  the  average  being  pH=8. 12.  This  means  that  the 
spinal  fluid  is  one  of  the  most  alkaline  fluids  in  the  body.  Weston 
found  no  evidence,  however,  of  diagnostic  value  in  the  procedure  as 
the  variation  in  any  given  condition  exceeds  the  slight  difference  in 
averages  in  different  conditions.  One  hundred  five  fluids  were 
examined.  morse. 

Van  Slyke,  Donald  D.:  The  Present  Significance  of  the 
Amino-Acids  in  Physiology  and  Pathology.  Archives  of 
Internal  Medicine,  Vol.  19,  pp.  56-78. 

This  paper  which  contains  a  summing  up  of  the  present  knowledge 
of  the  amino-acids,  indispensable  to  up-to-date  knowledge  of  the  fun- 
damental factors  of  protein  metabolism,  is  not  here  reviewed  in 
extenso,  but  observations  of  the  author  on  the  Abderhalden  reaction 
which  are  a  part  of  it  are  well  worth  noting  in  this  Journal.  Van 
Slyke  has  tested  by  his  extremely  delicate  methods  the  actual  amount 
of  amino-nitrogen  liberated  in  the  Abderhalden  reaction  as  applied  to 
the  diagnosis  of  pregnancy,  spending  with  two  assistants  nearly  a 
year's  time  on  the  problem.  He  finds  that  there  is  no  essential 
difference  in  the  amount  of  amino-acid  liberated  in  the  reaction  as 
performed  with  the  sera  of  normal  males,  normal  females  or  pregnant 
females,  although  the  average  of  amino-acid  liberated  is  possibly  a 
little  greater  in  the  sera  of  pregnant  women.  Inasmuch  as  the  errors 
of  observation  are  well  within  the  amounts  found,  it  is  certainly  very 
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significant  that  this  result  was  obtained,  the  plotted  frequency  chart 
given  on  page  76  being  particularly  convincing.  It  should,  for  this 
reason,  be  noted  that  Van  Slyke's  results  are  not  necessarily  so^con- 
vincing  as  he  feels  them  to  be.  Abderhalden  has  never  claimed  that 
his  reaction  goes  as  far  as  the  production  of  amino-acids.  All  he 
postulates  is  the  more  or  less  complete  splitting  of  certain  proteins 
concerned  in  the  reaction,  which  he  believes  to  be  the  proteins  of  the 
substrate  but  which  are  more  probably  the  proteins  of  the  serum. 
Now  while  this  process  should  ordinarily  increase  the  number  of 
free  amino  groups  in  the  system,  this  is  not  necessarily  the  case  if 
addition  products  are  formed  on  these  amino  groups,  and,  if  we  hold 
at  all  to  Ehrlich's  side  chain  theory,  this  is  entirely  possible,  for 
according  to  Abderhalden 's  views  the  process  is  a  specific  one.  We 
know  nothing  whatever  about  the  limits  of  the  ninhydrin  reaction. 
Abderhalden  has  shown  that  the  specific  rotation  of  polypeptids 
changes  on  hydrolysis  or  synthesis  in  a  manner  not  to  be  predicted 
from  the  rotation  of  the  initial  substances.  Something  happens  in 
the  Abderhalden  reaction,  and  this  something  is  particularly  beyond 
question  in  the  optical  method,  although  any  one  who  has  worked 
with  a  polariscope  with  the  substances  under  investigation  realizes 
the  really  enormous  difficulties  in  accurate  readings  when  it  is 
remembered  that  Abderhalden  positive  readings  run  round  .05\  It 
should  not  be  forgotten  that  Van  Slyke's  method  of  estimating  amino- 
acids  merely  estimates  the  free  amino-groups  present.  It  would  not 
necessarily  follow  that  negative  results  by  this  method  would  dis- 
credit the  specificity  of  the  original  reaction.  It  is,  however,  impor- 
tant evidence  against  the  value  of  the  reaction  and  is  here  presented 
for  that  reason.  morse. 

Dixon,  W.  E.  and  Halliburton,  \V.  D.  :  The  Cerebro-Spinal 
Fluid.  IV.  Circulation.  Journal  of  Physiology,  Vol.  50, 
pp.  198-216. 

This  paper,  the  fourth  of  the  authors'  studies  on  the  cerebro-spinal 
fluid,  delayed  on  account  of  the  war  service  of  one  of  the  authors, 
confirms  the  work  of  several  others  as  to  the  main  phenomena  of  the 
circulation.  The  authors  find  that  salt  solution  injected  into  the  sub- 
cerebellar  cisterna  in  dogs  is  absorbed  very  rapidly,  indeed  to  a  rate 
of  5  or  6  c.c.  a  minute.  They  find  also  that  certain  drugs,  notably 
adrenalin,  atropine,  nicotine  and  (3  iminazoylethylamine,  show  when 
injected  into  the  cisterna,  systemic  results  almost  comparable  in  their 
rapidity  to  intravenous  injection,  the  result,  for  instance,  of  adrenalin 
on  the  blood-pressure  occurring  only  5  or  10  seconds  later  in  the  case 
of  the  intracisternal  injection  than  in  the  case  of  the  intravenous  in- 
jection. All  these  drugs,  however,  are  crystalline.  The  injection  of 
Witte's  peptone,  a  colloid,  in  the  cisterna  shows  no  trace  of  the  well- 
known  effect  when  injected  intravenously.    This  is  directly  in  line 
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with  the  extensive  American  experience  in  treatment  by  the  Swift- 
Ellis  method.  Pituitary  extract  (Burroughs,  Wellcome  &  Co.)  does 
pass  into  the  systemic  circulation  rather  rapidly.  Secretin,  believed  to 
be  a  large  molecule,  gave  only  a  very  feeble  and  delayed  action.  It 
is  absorbed  very  much  more  rapidly  than  proteins  are,  for  the  injection 
of  protein  to  which  an  animal  has  been  sensitized  causes  no  shock. 

Only  a  few  drugs  are  capable  of  passing  in  the  reverse  direction  and 
only  in  small  amounts  and  after  long  intervals.  They  are  exclusively 
crystalline.  They  include  salicylates,  hexamethylene  tetramine, 
alcohol,  chloroform  and  acetone. 

The  authors  performed  numerous  experiments  with  dyes,  antedating 
the  work  of  Weed.  They  used  methylene  blue,  carmine,  potassium 
ferrocyanide,  iron  ammonium  citrate  and  also  India  ink.  They  dem- 
onstrated, as  also  has  Hill,  Cushing  and  others,  that  the  elimination 
of  dyes  from  the  cerebro-spinal  fluid  takes  place  very  largely  directly 
into  sinuses,  particularly  the  longitudinal  sinus,  that  methylene  blue 
can  be  shown  in  the  torcular  within  a  few  minutes;  phenolphthalein 
and  other  drugs  at  varying  intervals.  They  did  not  find  that  dyes 
passed  readily  into  the  lymph,  as  a  cannula  in  the  thoracic  duct  gave 
no  trace  of  color  and  they  found  no  color  along  the  lymphatics,  either 
in  the  cranial  or  in  the  spinal  system,  although  an  occasional  patch  of 
blue  could  be  seen  in  one  or  two  of  the  lymph  nodes  of  the  neck. 
The  color  passes  completely  into  the  fissures  of  the  cerebrum  and 
cerebellum  and  into  the  spinal  canal,  the  intensity  diminishing  as 
lower  levels  are  reached,  no  color  being  found  in  the  last  portions. 
Apart  from  the  sinuses  the  cribiform  plate  takes  on  an  intense  stain 
and  color  is  also  seen  in  the  turbinate  mucous  membrane  in  the 
nose. 

The  authors  do  not  seem  to  be  aware  of  and  indeed  their  work  was 
completed  before  the  observations  of  Evans,  Schulemann  and  Wilborn 
on  the  differing  behavior  of  dyes  according  to  their  state  of  colloidal 
dispersion.  Their  choice,  however,  of  methylene  blue,  a  crystalloid 
and  very  easily  diffusible  dye,  makes  their  observations  of  especial 
weight  where  negative.  This  is  probably  the  reason  for  the  fact  that 
they  found  the  pia  to  be  always  colored. 

The  authors  bring  evidence  in  support  of  their  finding,  contested 
by  Weed  and  Cushing,  that  pituitary  extract  has  no  great  influence  on 
the  rate  of  secretion  of  cerebro-spinal  fiuid.  They  show  that  if  great 
care  is  taken  to  counteract  the  constrictor  effect  on  the  bronchioles  of 
the  pituitary  extract,  thus  preventing  the  resulting  partial  asphyxia, 
that  the  effect  on  the  secretion  of  cerebro-spinal  fluid,  shown  by  Weed 
and  Cushing,  does  not  occur.  They  showed  in  their  first  paper  ihat 
partial  asphyxia  was  a  powerful  stimulant  to  the  secretion  of  spinal 
fluid.  They  find  no  evidence  of  passage  of  fluids  along  the  spinal 
nerves,  but  evidence  of  some  passage  along  the  cranial  nerves. 

MORSE. 
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Ross,  Eluson  L. :   Metabolism  in  Dementia  Praecox.  Archives 
of  Internal  Medicine,  1914,  Vol.  XIII,  pp.  889-903. 

Ross  reports  metabolism  studies  in  five  cases  of  so-called  dementia 
praecox,  three  of  them  in  a  chronic  and  two  in  a  subsiding  acute  phase. 

Pighini  and  Statuti  claimed  that  the  metabolism  in  dementia  prae- 
cox is  not  normal,  while  Wussow  and  Barnes  did  not  obtain  results  to 
confirm  the  findings  of  Pighini  and  Statuti.  Folin  also  found  no 
evidence  of  an  abnormal  metabolism  in  dementia  praecox.  Ross, 
therefore,  undertook  to  study  the  exact  intake  and  outgo  in  these  five 
cases  of  the  total  nitrogen,  including  its  partition;  the  total  sulphur, 
and  its  partition;  also  phosphorus,  calcium  and  magnesium.  The  work 
covered  periods  varying  from  one  to  three  weeks,  the  tests  proper 
about  a  week. 

As  to  his  cases  it  may  be  said  that  unfortunately  the  clinical  records 
are  too  meagre.  Moreover,  in  one  of  his  acute  cases  there  is  certainly 
a  very  justifiable  suspicion  that  the  case  is  not  one  of  dementia  prae- 
cox but  a  benign  stupor,  while  in  the  other  acute  case  an  opinion  can 
hardly  be  formed.  These  patients,  all  of  whom  were  women,  were 
placed  on  a  diet  which  consisted  of  graham  and  soda  crackers,  peanut 
butter  and  rice.  This  high  and  concentrated  carbohydrate  diet  was 
fed  three  times  a  day,  with  either  hamburger  steak,  ham,  eggs,  or 
cheese  added  to  one  of  the  meals.  Condensed  milk  was  given  with 
coffee.  Chronic  or  frequent  constipation  often  occurred  with  this 
diet.  Ross  mentions  the  difficulty  in  making  the  patients  eat  agar, 
which  was  introduced  into  the  diet  to  prevent  constipation,  also  to 
insure  frequent  bowel  movements  and  to  obtain  a  sharp  marking  of 
the  faeces.  Faeces  and  urine  were  collected  separately.  This  diet  so 
monotonous  and  so  concentrated  in  carbohydrates  would  tend,  it 
seems,  to  more  or  less  intense  digestive  disturbances  which  might 
affect  the  validity  of  the  results.  To  what  extent  this  was  the  case 
can  not  be  said.  Ross  speaks  of  the  sulphur-nitrogen  relation  in  the 
foods  as  varying  from  8.11  to  13.50  per  cent.  He  ascribes  this  varia- 
tion to  the  agar,  which  is  poor  in  nitrogen  and  contains  about  1  per 
cent  of  sulphur. 

Ross  found  that  the  metabolism  of  phosphorus,  calcium  and  mag- 
nesium was  normal  in  both  classes  of  patients.  The  metabolism  of 
total  nitrogen  and  urea  nitrogen  was  found  to  be  within  limits  of  nor- 
mal. In  the  acute  cases  a  greater  per  cent  of  nitrogen  in  the  form  of 
ammonia  nitrogen  was  excreted  than  in  the  chronic  cases,  but  this 
variation  is  also  within  limits  found  in  normal  cases.  The  amounts 
of  creatinin  and  uric  acid  in  both  types  of  cases  coincide  with  the 
normal. 

The  metabolism  of  sulphur  showed  more  positive  findings.  In  the 
chronic  cases  there  was  a  normal  amount  of  total  sulphur,  a  practi- 
cally normal  amount  of  neutral  sulphur,  the  amount  of  "total  sul- 
phate "  was  below  normal,  as  was  possibly  also  the  inorganic  sulphate. 
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In  the  acute  cases  there  was  a  maximum  normal  excretion  of  total 
sulphur,  subnormal  excretion  of  total  sulphate,  subnormal  excretion 
of  inorganic  sulphate,  and  the  excretion  of  neutral  sulphur  was  super- 
normal, the  latter  being  in  agreement  with  the  findings  of  Pighini. 
Ross  suggests  that  Salkowski  and  Ruilenko  state  that  an  increased 
neutral  sulphur  output  at  the  expense  of  the  sulphates  is  an  indication 
of  reduced  power  of  tissue  oxidation.  Ross  therefore  concludes  from 
his  findings  that  in  the  acute  cases  the  patients  to  a  certain  degree 
have  lost  their  normal  powers  of  oxidation.  He  suggests  that  this 
condition  also  prevails  in  the  patients  in  the  chronic  class,  as  indi- 
cated by  the  subnormal  sulphate  output.  As  seemingly  every  bodily 
activity  is  decreased  in  dementia  praecox,  Ross  considers  it  not 
surprising  that  a  reduced  power  of  oxidation  should  occur. 

It  seems  to  the  reviewer  that  this  reduced  power  of  oxidation, 
which  is  suggested  in  these  studies  by  the  sulphur  metabolism,  rather 
than  by  the  nitrogen  and  phosphorus,  may  find  an  explanation,  as 
was  suggested  by  W.  Koch,  in  the  fact  that  both  the  nitrogen  and 
phosphorus  enter  and  leave  the  body  in  the  same  state  of  oxida- 
tion, while  the  sulphur  enters  the  body  in  the  reduced  state,  probably 
largely  as  cystine,  and  leaves  it  in  an  oxidized  state,  namely  as 
sulphate.  The  study  of  the  distribution  of  its  various  derivatives 
might  therefore  serve  as  a  means  of  studying  reactions  of  oxidation, 
provided  however  that  the  diet  is  carefully  controlled.  Unless  this 
is  done  very  little  can  be  definitely  said  regarding  studies  in  the 
output  of  sulphur. 

As  regards  the  origin  of  this  reduced  oxidation  very  little  is 
definitely  known.  We  know,  however,  that  the  nervous  system  is 
richer  in  sulphur  compounds  (not  protein  sulphur)  than  any  of  the 
other  tissues  of  the  body,  also  that  it  has  a  high  rate  of  metabolism. 
Tashiro,  as  quoted  by  Mathews  (Physiological  Chemistry,  p.  591), 
has  shown  that  if  equal  weights  of  nervous  and  any  other  tissue  are 
compared,  the  former  will  be  found  to  give  off  more  COa  per  gram  of 
tissue  than  any  other.  W.  Koch  also  found  by  chemical  analysis 
that  the  neutral  sulphur  was  decreased  in  the  brains  of  dementia 
praecox  patients.  Whether  this  reduced  sulphur  metabolism  claimed 
by  Ross  is  due  to  direct  changes  in  the  metabolism  of  the  nervous 
system,  however,  it  is  not  possible  to  say.  Considering  the  small 
mass  of  the  nervous  system  in  comparison  to  that  of  the  other  tissues, 
the  muscles  and  glands,  it  would  seem  there  was  little  hope  at  present 
of  detecting  the  part  played  by  the  nervous  system  to  the  total  waste 
of  the  body  unless  we  can  follow  certain  chemical  catabolic  substances 
as  the  result  of  its  activities.  To  determine  any  changes  in  nervous 
activity  by  means  of  quantitative  urinary  changes  seems  therefore 
almost  futile.  M.  l,.  koch. 


DR.  WILLIAM  MABON. 


All  who  are  interested  in  the  care  of  the  insane  in  the 
State  of  New  York  were  shocked  and  deeply  grieved  when 
on  the  morning  of  February  9th  they  learned  of  the  sudden 
death  of  Dr.  Mabon.  He  had  been  in  the  fullest  enjoy- 
ment of  health  up  to  the  time  of  his  fatal  sickness  and  it 
was  difficult  to  believe  that  one  so  full  of  energy  and  strength 
could  be  so  suddenly  taken  from  us. 

Dr.  Mabon  was  born  in  New  Durham,  N.  J.,  in  1860,  and 
was  therefore  57  years  of  age.  He  was  the  son  of  Rev.  W. 
V.  V.  Mabon,  for  many  years  professor  in  Rutgers  College, 
under  whose  guidance  his  early  education  was  obtained. 
His  medical  training  was  received  in  the  Bellevue  Hospi- 
tal Medical  College,  from  which  he  was  graduated  in  1881. 
After  graduation  he  served  as  house  physician  and  surgeon 
in  the  Jersey  City  General  Hospital,  and  later  became  an 
assistant  physician  in  the  State  hospital  for  the  insane  at 
Morris  Plains,  N.  J.,  where  he  remained  from  October,  1885, 
to  March,  1837.  At  the  latter  date  he  began  what  proved 
to  be  his  life  work,  by  becoming  an  assistant  physician  in 
the  Utica  State  Hospital.  He  passed  through  the  various 
grades  on  the  Utica  staff  and  in  1895  was  elected  to  the 
superintendency  of  the  Willard  State  Hospital.  He  re- 
mained in  this  position  for  about  a  year,  when  he  was  called 
to  the  superintendency  of  the  comparatively  new  institution 
at  Ogdensburg.  The  development  of  this  institution  upon 
the  most  advanced  lines  was  due,  in  a  great  measure,  to 
Dr.  Mabon's  original  and  creative  mind. 

His  success  as  an  administrator  having  attracted  the 
attention  of  the  New  York  City  authorities,  he  was  asked, 
in  1903,  to  assume  the  superintendency  of  the  Bellevue  and 
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Allied  Hospitals.  His  success  in  this  new  field  was  marked, 
but  in  1904  his  love  for  psychiatry  induced  him  to  return  to 
the  State  service  as  President  of  the  State  Commission  in 
Lunacy,  where  he  remained  until  1906.  In  that  year  Dr. 
M abon  was  called  to  the  superintendency  of  the  Manhattan 
State  Hospital,  on  Ward's  Island,  which  was  then  rapidly 
growing  to  be  an  immense  metropolitan  institution  with  a 
population  which  later  rose  to  over  5,000  patients,  thelarge- 
est  hospital  for  the  insane  in  the  world.  He  remained  at 
this  post  until  the  time  of  his  death. 

Dr.  Mabon's  extensive  experience  made  his  advice  and 
cooperation  extremely  valuable,  and  his  counsel  was  con- 
stantly sought  by  governors,  legislators,  philanthropists 
and  social  workers  in  this  and  other  States.  From  the  time 
that  he  was  Commissioner  he  exercised  a  powerful  influence 
on  the  State's  policies  in  dealing  with  mental  disorders,  and 
he  was  constantly  an  active  supporter  of  all  endeavors  made 
in  the  State  to  advance  scientific  work  in  psychiatry. 
His  connection  with  many  famous  trials  gave  him  a 
national  reputation  as  an  expert,  and  his  efforts  to  improve 
the  condition  of  the  feebleminded  and  insane  were  recog- 
nized and  felt  in  all  parts  of  the  country.  In  consequence 
of  this  signal  usefulness  he  was  one  of  the  most  conspicuous 
figures  among  the  psychiatrists,  not  only  of  New  York  State, 
but  of  America. 

He  served  as  consulting  physician  to  the  Medical  Board 
for  the  Department  of  Atypical  Children,  on  Randall's 
Island;  and  as  Consulting  Alienist  to  the  Hospital  for 
Deformities  and  Joint  Diseases,  to  the  Neurological  Institute, 
and  to  the  Red  Cross  Hospital,  all  of  New  York  City.  For 
many  years  he  was  Professor  of  Psychiatry  in  the  New 
York  University  and  Bellevue  Hospital  Medical  College, 
and  an  active  member  of  many  medical  societies,  such  as 
the  New  York  County  and  the  State  Medical  Society;  the 
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New  York  Academy  of  Medicine;  the  New  York  Psychiat- 
rical and  the  New  York  Neurological  Society,  and  the 
American  Medico-Psychological  Association. 

In  the  National  Committee  for  Mental  Hygiene  he  was 
for  some  time  a  most  active  member  of  the  Executive  Com- 
mittee, and  had  much  to  do  with  the  shaping  of  the  policy 
of  this  body. 

Dr.  Mabon  possessed  a  most  engaging  personality  and 
his  influence  was  impressed  upon  all  who  came  in  contact 
with  him.  In  his  work  he  combined  a  constant  vision  of 
the  larger  issues  in  psychiatry  with  an  extraordinarily 
incisive  and  ready  judgment  in  all  matters.  To  these 
traits,  together  with  his  optimism  and  steadfastness  of 
purpose,  his  marked  success  was  largely  due. 

It  is  not  too  much  to  say  that  practical  psychiatry  lost 
one  of  its  most  eminent  exponents,  the  State  one  of  its  most 
faithful  servants,  the  dependent  insane  one  of  their  most 
earnest  champions,  and  his  associates  one  of  their  truest 
friends  when  Dr.  Mabon  died. 

The  Editors. 


DECLINE  OF  ALCOHOL  AS  A  CAUSE  OF  INSANITY. 


By  Horatio  M.  Pollock,  Ph.  D., 

Statistician.  State  Hospital  Commission. 

During  the  eight  fiscal  years  from  October  1,  1908  to 
June  30,  1916,  the  thirteen  civil  State  hospitals  of  New 
York  State  admitted  58,011  patients,  of  which  45,661 
were  first  admissions  and  12,350,  readmissions.  Among 
the  first  admissions  there  were  24,121  males  and  21,540 
females,  and  among  the  readmissions,  6,008  males  and 
6,342  females. 

An  inquiry  into  the  habits  of  all  these  patients  with 
respect  to  the  use  of  alcohol  was  made  at  the  time  of 
admission  and  a  statistical  data  card  was  prepared  for  each 
patient  and  forwarded  to  the  Bureau  of  Statistics  in  the 
office  of  the  State  Hospital  Commission. 

The  large  number  of  patients  admitted  during  the  period 
furnishes  a  good  basis  for  statistical  conclusions  and  the 
numbers  admitted  annually  are  large  enough  to  indicate 
changes  in  trend  from  year  to  year  if  such  occur. 

The  excessive  use  of  alcohol  may  cause  one  of  the  forms 
of  mental  diseases  known  as  the  alcoholic  psychoses,  or 
may  be  a  precipitating  cause  of  other  forms  of  mental 
disease.  The  alcoholic  psychoses  form  a  distinct  group 
in  the  New  York  State  classification  and  the  diag- 
nosis of  the  cases  does  not  present  great  difficulty.  It  is 
assumed  therefore  that  practically  the  same  standards  have 
been  applied  in  filling  out  the  statistical  cards  from  year 
to  year. 

The  accompanying  table  (Table  1)  shows  the  sex, 
number  and  per  cent  of  the  cases  of  alcoholic  insanity 
among  first  admissions  and  readmissions  each  year,  from 
1909  to  1916.  Among  the  alcoholic  first  admissions  the 
males  constitute  approximately  three-fourths  and  the 
females  one-fourth  of  the  total;  among  the  alcoholic 
readmissions  the  males  constitute  about  four-fifths  and 
the  females  one-fifth  of  the  total  number.  In  1915  and 
1916,  the  proportion  of  females  was  considerably  higher 
than  in  the  preceding  years. 
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The  most  striking  fact  shown  by  the  table  is  the  gradual 
decrease  in  the  percentage  of  cases  of  alcoholic  insanity 
annually  admitted  from  1909  to  1915.  In  1909  the  percent- 
age of  alcoholic  cases  among  all  admissions  was  10.1;  in 
1910,  9.S;  in  1911,  9.7;  in  1912,  9.4:  in  1913,  9.0;  in  1914, 
7.0,  and  in  1915,  5.4.  In  1916  there  was  a  slight  change 
in  the  trend  and  the  percentage  rose  to  5.7.  It  will  be  noted 
that  the  annual  decrease  was  slight  down  to  1913,  but  very 
marked  during  the  two  succeeding  years.  The  percentage 
of  alcoholic  cases  among  readmissions  is  constantly  lower 
than  among  first  admissions  but  the  reduction  during  the 
period  was  very  similar  in  the  two  groups.  A  comparison 
of  the  trend  of  alcoholic  cases  among  first  admissions  and 
readmissions  and  of  the  intemperate  use  of  alcohol  by  first 
admissions  is  shown  in  Chart  1. 

If  the  facts  concerning  the  decrease  in  alcoholic  insanity 
above  set  forth  stood  alone  they  might  be  interpreted  as 
being  due  to  changes  in  diagnosis  rather  than  to  changes  in 
the  use  or  influence  of  alcohol.  Additional  light  is  thrown 
on  the  matter  by  the  record  of  the  intemperate  use  of  alcohol 
by  first  admissions  during  the  eight-year  period  as  shown 
by  Table  2.  It  appears  from  this  table  that  11,301 ,  or  24.8 
per  cent,  of  the  45,661  first  admissions  used  alcohol  to  ex- 
cess. Among  the  males  the  percentage  was  36.8,  and 
among  the  females,  11.2.  Comparing  the  yearly  percent- 
ages of  excessive  use,  we  note  a  general  decline  from  1909 
to  1916.  with  the  exception  of  1910.  In  that  year  the  term 
"habit  disorder"  was  used  in  tabulating  instead  of  "in- 
temperate use  ' 1  and  moderate  drinkers  were  included.  The 
trend  in  the  use  of  alcohol  is  clearly  shown  by  the  data  for 
the  other  years.  In  1909  the  percentage  reported  as  using 
alcohol  to  excess  was  28.7,  in  1911,  24.3;  in  1912,  23.8;  in 
1913,  23.5;  in  1914,  20.5:  in  1915,  IS. 7;  and  in  1916,  18.5. 
Here  again  the  decrease  became  more  marked  in  1914  and 
continued  the  succeeding  year. 

The  foregoing  data  give  comparisons  yeai  by  year 
between  the  alcoholic  patients  and  the  non-alcoholic. 
Table  3  compares  the  new  cases  of  alcoholic  insanity  with 
the  general  population  of  the  State.    The  rate  of  new  cases 
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with  alcoholic  psychoses,  per  100,000  of  general  population 
in  1909  was  6.3;  in  1910,  6.4;  in  1911,  6.4;  in  1912,  6.0;  in 
1913,  6.0;  in  1914,  4.8;  in  1915,  3.6;  and  in  1916,  4.0. 
The  reduction  in  rate  was  most  marked  in  1914.  A  further 
reduction  occurred  in  1915  but  the  downward  trend  ended 
here  and  a  slight  rise  is  observed  in  1916. 

TABLE  2. 

Intemperate  Use  of  Alcohol  Among  First  Admissions, 
1909-1916 


Year 

Number  of  Cases  of  In- 
temperate Use  of 
Alcohol 

Per  cent  of 
Total  First  Admissions 

Males 

Females 

Total 

Males 

Females 

Total 

1909  

1,229 

369 

1,598 

44.2 

15.1 

28.7 

1910*  

1,684* 

488* 

2,172* 

56.9* 

28.7* 

38.1* 

1,082 

302 

1,384 

35.9 

11.2 

24.3 

1912  

1,097 

273 

1,370 

36.5 

10.0 

23.8 

1913  

1,103 

318 

1,421 

34.6 

11.1 

23.5 

1914  

1,027 

258 

1,285 

30.8 

8.8 

20.5 

1915  

939 

225 

1,164 

28.8 

7.5 

18.7 

1916  

725 

182 

907 

28.2 

7.8 

18.5 

Total,  .  , 

8,886 

2,415 

11,301 

36.8 

11.2 

24.8 

*  Includes  moderate  drinkers. 
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TABLE  3. 

Rate  of  New  Cases  of  Aixohoeic  Insanity  Admitted  to  the 
Civie  State  Hospitaes  Per  100,000  of  Generae 
Popueation  of  State,  1909-1916. 


Year 

New  cases  of 

Rate  per  100,000 

alcoholic  insanity 

of  population 

1909  

561 

6.3 

1910  

583 

6.4 

591 

6.4 

565 

6.0 

1913  

572 

6.0 

1914  

464 

4.8 

345 

3.6 

1916  (9  months)  

297 

*4.0 

*  Reduced  to  yearly  basis. 


Conclusions. 

The  evidence  herein  set  forth  of  the  general  decline  of 
alcohol  as  a  cause  of  insanity  in  New  York  State  seems 
conclusive.  The  alcoholic  cases  annually  admitted  to  our 
State  hospitals  since  1909  have  decreased  both  relatively  and 
absolutely,  and  intemperance  as  a  contributing  factor  in 
causing  mental  disease  has  gradually  diminished. 

It  is  probable  that  these  results  are  due  principally  to  im- 
provement in  the  habits  of  the  general  population  with 
respect  to  the  use  of  alcohol. 
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INTRODUCTION. 


The  present  report  is  the  mature  tree  grown  from  a  seed- 
ling planted  some  years  ago.  Its  developmental  history- 
may  be  traced. 

Early  in  1913  a  number  of  women  interested  in  social 
welfare  in  Long  Island,  N.  Y.,  organized  the  Nassau 
County  Association,  Mrs.  Charles  C.  Rumsey,  President. 
This  Association,  at  first,  comprised  four  committees  of 
which  one  bore  the  somewhat  unusual  title  of  "Health 
and  Eugenics."  Among  various  other  enterprises  this 
committee  undertook  a  social  survey  the  purpose  of  which 
was  to  locate  those  families  in  Nassau  County  that  were 
supplying  mental  defectives  to  the  population.  From  the 
beginning  the  committee  maintained  a  field  worker  to 
secure  such  family  histories.  The  work  progressed  but 
slowly  and  it  was  seen  that  outside  assistance  and  a  better 
organization  must  be  secured.  Also,  as  the  work  proceeded 
its  scope  grew,  the  realization  of  its  importance  for  society 
increased  and  a  broader  foundation  for  the  work  was  seen 
to  be  necessary. 

In  cooperation  with  The  National  Committee  for  Mental 
Hygiene  a  committee  was  next  formed  to  give  plan  and 
scope  to  the  proposed  broader  investigation.  As  a  result  of 
its  conferences  plans  for  an  investigation  on  new  principles 
were  drawn  up.  Social  surve3^s,  mental  surveys,  had,  in- 
deed, been  carried  out  in  the  past  but  mainly  with  the  aim 
of  determining  the  percentage  of  feeble-minded,  insane, 
epileptic,  etc.,  in  the  population.  In  the  survey  that  the 
committee  wished  to  have  carried  out  all  such  classification 
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was  to  be  made  secondary  to  the  social  classification  of 
good  or  bad  behavior.  Because  some  feeble-minded  behave 
badly  it  does  not  follow  that  all  feeble-minded  are  a  social 
menace.  The  salient  fact  is  that  in  a  town  or  county  there 
are  those  whose  conduct  is  opposed  to  the  social  ideals  in 
that  they  steal,  or  burn,  or  assault,  or  get  drunk  and  are 
noisy,  or  are  destructive,  or  maltreat  their  children,  or 
neglect  their  family,  or  threaten  suicide,  or  commit  other 
breaches  of  peace  and  good  order  in  the  community;  or 
perhaps,  through  insufficient  intelligence  or  oversuggesti- 
bility,  are  a  prey  to  the  evil  designs  of  others.  We  wished 
to  make  a  list  of  such  persons  first,  and  to  classify  them  by 
"causes"  secondarily. 

One  other  ideal  the  committee  had  that  is  new  in  such  a 
survey.  Since  in  many,  if  not  most,  social  maladjustments 
there  is  a  constitutional  factor  present — i.  e.,  an  hereditary 
one — we  wished  to  make  not  the  individual  but  the  family 
the  unit  of  study.  By  studying  the  siblings  and  parents  of 
a  maladjusted  individual  [we  should  be  able  in  many  cases 
to  separate  those  in  whom  the  hereditary  factor  was  primary 
from  those  in  which  it  was  secondary  to  poor  environmental 
conditions.  For  those  cases  in  which  the  hereditary  factor 
is  evident  the  family  history  not  only  throws  light  on  the 
origin  of  the  trait  in  the  propositus  but  also  helps  us  in  the 
prognosis  of  other  members,  and  in  advice  as  to  mental 
hygiene  in  the  family.  These  two  principles  were  to  guide 
the  new  survey;  first,  classification  primarily  on  a  social 
basis  and  secondarily  on  a  psychiatric  basis;  and  secondly, 
recognition  of  the  family  as  the  unit  of  study. 

To  carry  out  the  survey  the  committee  early  and  unani- 
mously fixed  upon  Dr.  A.  J.  Rosanoff,  of  Kings  Park  State 
Hospital,  as  the  one  man  to  conduct  the  survey;  and  the 
difficulties  of  securing  him  which  at  one  time  seemed  formi- 
dable were  happily  overcome.    It  is  unnecessary  to  go  into 
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the  reasons  for  the  choice  ;  that  they  were  sufficient  is 
sufficiently  demonstrated  by  the  results. 

At  this  stage  application  was  made  to  the  Rockefeller 
Foundation  for  a  grant  of  $10,000  for  the  proposed  survey 
and  in  due  time  this  grant  was  made  and  was  administered 
through  The  National  Committee  for  Mental  Hygiene. 

Up  to  this  time  the  committee  considered  it  expedient  to 
leave  open  the  question  of  the  particular  county  to  be 
surveyed.  Actually  several  counties  were  considered  and  a 
sub-committee  personally  examined  a  considerable  part  of 
Dutchess  and  Nassau  Counties. 

Nassau  County  was  eventually  selected  as  the  field  in 
which  to  do  the  work,  not  because  problems  in  connection 
with  mental  disorders  arise  more  prominently  there  than 
elsewhere — for  such  is  probably  not  the  case — but  for  other 
reasons. 

It  has  an  area  of  but  274  square  miles — far  below  that  of 
most  counties  of  the  State — with  good  steam  road,  trolley 
and  'bus  service  and  excellent  roads. 

It  has  a  population  of  115,827 — according  to  the  N.  Y. 
State  Census  of  1915 — not  deemed  too  great  for  the  time 
and  working  force  available  for  the  survey. 

It  has  highly  developed  social  agencies,  such  as  the 
Nassau  County  Association  with  its  headquarters  at  Mine- 
ola,  the  Neighborhood  Workers  at  Freeport,  the  Nassau 
County  agency  of  the  Brooklyn  Society  for  the  Prevention 
of  Cruelty  to  Children,  the  Relief  Association  at  Lawrence, 
the  Matinecock  Neighborhood  Associaton  at  Locust  Valley, 
Parent-Teachers'  associations,  Village  Welfare  societies 
and  similar  organizations  to  be  found  in  almost  every 
village  in  the  county.  These  organizations  have  furnished 
leads  for  investigations  which  would  not  have  been  avail- 
able were  State,  County  or  Township  officials  our  only 
informants. 
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A  good  beginning  of  the  work  of  summation  of  mental 
defectives  had,  as  stated,  already  been  made  in  Nassau 
County  by  the  Committee  on  Health  and  Eugenics  of  the 
Nassau  County  Association  and  a  considerable  amount  of 
material  useful  for  the  purposes  of  the  survey  had  been 
accumulated  in  the  course  of  a  study  of  heredity  in  insanity 
conducted  some  years  ago  by  the  Kings  Park  State  Hospital. 

The  composition  of  the  population  of  Nassau  County 
was  another  reason;  it  seems  to  have  almost  every  popula- 
tion element  which  it  is  important,  from  the  standpoint  of 
American  interests,  to  make  studies  of.  It  has  many 
families  descended  from  Colonial  and  Revolutionary  stock; 
it  has  an  ample  representation  of  newer  immigrant  stocks, 
especially  Slavonic  and  Italian;  and  it  has  a  considerable 
colored  population. 

Conditions  of  both  urban  and  rural  environments  exist 
in  various  parts  of  the  county;  and  typical  residential 

commuter's  ' '  towns,  such  as  are  to  be  found  in  the  vicinity 
of  every  large  city  in  the  country,  are  scattered  along  the 
western  boundary.  Also  all  possible  economic  strata  are 
well  represented  in  the  population  of  the  county. 

No  doubt  Nassau  County  differs  more  or  less  from  other 
counties  of  this  and  other  States  in  respect  to  the  points 
mentioned  above;  but  the  differences  are  in  the  main  quan- 
titative and  not  qualitative;  it  would  be  difficult  to  find 
anywhere  another  county  which  is  not  too  large  or  too 
populous  and  which,  at  the  same  time,  as  fully  represents 
the  widely  varied  features  of  American  life.  Therefore  the 
committee  concluded  that  the  selection  of  Nassau  County 
as  the  field  for  the  work  of  the  survey  was  probably  as 
good  as  any  that  could  be  made  from  the  standpoint  of 
development  of  general  method  and  of  gaining  data  of 
widest  import. 

In  conclusion  the  committee  wishes  to  acknowledge  its 
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indebtedness  to  many  agencies  and  individuals.  First  of 
all  to  the  Rockefeller  Foundation  which  made  the  survey- 
possible  by  its  grant  of  $10,000.  Second,  to  the  U.S. 
Public  Health  Service,  for  the  services  of  seven  members  of 
its  staff  in  the  survey  of  the  school  children.  To  The 
National  Committee  for  Mental  Hygiene  for  its  cordial 
cooperation;  also  to  the  Nassau  County  Association,  the 
Eugenics  Record  Office,  the  State  Hospital  Commission, 
the  Kings  Park  State  Hospital,  to  all  the  principal  social 
and  governmental  agencies  and  officials  of  the  county  and 
to  numerous  physicians  and  teachers  throughout  the  count}^. 
The  office  force  and  the  field  workers  who  worked  industri- 
ously and  loyally  through  the  heat  of  summer  are  deserving 
of  great  credit  for  the  efficiency  they  showed  in  their  indis- 
pensable lines  of  work. 

In  submitting  the  accompanying  report  the  committee 
does  not  feel  that  its  work  has  reached  fruition.  It  has 
only  brought  the  seedling  to  maturity.  It  now  looks  hope- 
fully for  fruit,  in  the  way  of  action  by  the  State  of  the  kind 
urged  by  the  Director  of  the  survey  and  of  action  by  the 
county  in  the  establishment  of  a  mental  clinic  and  the 
furnishing  of  the  considerable  funds  required  to  follow  up 
through  the  coming  years  the  work  which  the  survey  has 
brought  up  to  the  present  time. 

Charles  B.  Davenport, 

For  the  Advisory  Committee. 


REPORT  OF  THE  DIRECTOR. 


STATEMENT  OF  THE  PROBLEM. 

The  question  of  the  prevalence  of  mental  disorders  in  mod- 
ern civilized  communities  has  often  been  raised;  and  the 
demand  for  an  answer  has  at  times  been  so  pressing  that 
costly  and  elaborate  attempts  of  enumeration  have  been  un- 
dertaken. The  results  of  these  attempts  proved  to  be  for 
the  most  part  untrustworthy,  and  the  task  came  to  be 
regarded  as  an  almost  impossible  one. 

In  recent  years,  however,  the  practicability  of  the  task 
has  again  been  assumed.  This  can  not  be  due  to  a  sharper 
definition  of  mental  abnormality,  for  the  fact  is  that  modern 
psychiatry,  unlike  the  older  psychiatry,  makes  no  attempt  to 
draw  a  sharp  line  between  mental  normality  and  abnormal- 
ity,but  recognizes  between  the  two  the  existence  of  many 
insensible  grades  of  transition.  The  more  hopeful  view  is 
to  be  attributed  rather  to  a  change  in  the  formulation  of  the 
question  of  prevalence. 

To-day  this  question  is  no  longer  an  academic  one.  One 
no  longer  asks:  What  is  the  percentage  of  "insane,"  or 
"feeble-minded,"  or  "mentally  defective"  persons  in  a 
given  community?  But  rather,  What  instances  of  social 
maladjustment,  sufficiently  marked  to  have  become  the 
concern  of  public  authorities,  are,  upon  investigation,  to  be 
attributed  mainly  or  in  large  measure  to  mental  disorders? 

It  was  with  the  hope  of  finding  an  answer  to  the  ques- 
tion thus  expressed  that  the  Nassau  County  Survey  was 
undertaken. 

April — 1917 — b 
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SECTION  1.    POLICY  AND  ORGANIZATION. 

All  efforts  hitherto  made  in  coping  with  the  problems  of 
vice,  crime,  pauperism,  and  disease  have  met  everywhere 
with  only  partial  success  at  best;  the  difficulty  has  been  due 
to  lack  of  any  clear  knowledge  of  underlying  causes. 

In  the  meantime  a  great  deal  of  evidence  has  been  accumu- 
lated in  the  course  of  psychiatric  progress  showing  that 
these  social  phenomena  are  in  large  part  causatively  related 
to  mental  disorders;  thus  the  main  object  of  the  Survey  be- 
came to  study  the  nature  of  this  relationship. 

The  Work  of  the  British  Royal  Commission. 

Probably  the  best  work  of  this  kind  that  has  been  done  is 
that  of  the  British  Royal  Commission  on  the  Care  and  Con- 
trol of  the  Feeble-Minded.  To  this  Commission  belongs  the 
credit  of  deliberately  choosing,  for  a  practical  purpose,  a 
sociological  rather  than  a  technical  or  academic  point  of 
view.  Its  definitions  of  mental  disorders  are  all  of  socio- 
logical import  and  are  evidently  the  product  of  careful 
thought;  we  will  quote  them  here  in  full. 

(1)  "Persons  of  unsound  mind,  "  i.  e.,  persons  who  require  care 
and  control  owing  to  disorder  of  the  mind  and  are  consequently 
incapable  of  managing  themselves  or  their  affairs,  and  are  not  in- 
cluded in  classes  (2) ,  (3),  (4),  (5),  (6),  (7),  (8)  and  (9),  below. 

Note. — The  term  "unsound  mind"  under  this  recommendation 
might  be  said  to  stand  as  generally  equivalent  to  the  word  lunatic. 

(2)  "Persons  mentally  infirm,"  i.  e.,  persons  who,  through  men- 
tal infirmity,  arising  from  age  or  from  the  decay  of  their  faculties, 
are  incapable  of  managing  themselves  or  their  affairs. 

(3)  "Idiots,' '  i.  e.,  persons  so  deeply  defective  in  mind  from  birth 
or  from  an  early  age  that  they  are  unable  to  guard  themselves  from 
common  physical  dangers,  such  as,  in  the  case  of  young  children, 
would  prevent  their  parents  from  leaving  them  alone. 

Note. — This  definition  was  suggested  in  evidence  before  us  by  the 
Royal  College  of  Physicians  of  London. 

(4)  "Imbeciles,"  i.  e.,  persons  who  are  capable  of  guarding  them- 
selves from  common  physical  dangers,  but  who  are  incapable  of  earn- 
ing their  own  living  by  reason  of  mental  defect  existing  from  birth 
or  from  an  early  age. 

Note. — This  definition  was  suggested  in  evidence  in  the  form  before 
us  by  the  Royal  College  of  Physicians  of  London. 
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(5)  "Feeble-minded,"  persons  who  may  be  capable  of  earning  a 
living  under  favorable  circumstances,  but  are  incapable  from  men- 
tal defect  existing  from  birth  or  from  an  early  age :  {a)  of  com- 
peting on  equal  terms  with  their  normal  fellows  ;  or  (6)  of  managing 
themselves  and  their  affairs  with  ordinary  prudence. 

Note. — This  definition  is,  with  slight  verbal  alterations,  in  the  form 
suggested  in  evidence  by  the  Royal  College  of  Physicians  of  London 
to  us  assuming  as  we  do  that  the  "prodigal"  and  the  "facile"  are 
included  within  the  term. 

(6)  "Moral  imbeciles,"  i.  e.,  persons  who  from  an  early  age  dis- 
play some  mental  defect  coupled  with  strong  vicious  or  criminal  pro- 
pensities on  which  punishment  has  little  or  no  deterrent  effect. 

Note. — This  definition  is  as  recommended  by  the  Royal  College  of 
Physicians,  with  the  delection  of  the  words  in  brackets  and  the  sub- 
stitution in  their  place  of  the  words  "some  mental  defect  coupled 
with  "  —  "a  person  who  displays  from  an  early  age  [and  in  spite  of 
careful  up-bringing]  strong  vicious  or  criminal  propensities  on  which 
punishment  has  little  or  no  deterrent  effect." 

(7)  Epileptics, "  i.  e.,  persons  who,  being  epileptics,  are  also 
mentally  defective. 

(8)  "Inebriates,"  i.  e.,  persons  who,  being  inebriates,  are  also 
mentally  defective. 

(9)  "Deaf  and  dumb  "  or  "blind,"  i.  e.,  persons  who,  being  deaf 
and  dumb  or  blind,  are  also  mentally  defective. 

Departure  from  the  Plan  of  the  British 
Commission. 

We  have  been  constantly  guided  by  the  Royal  Commis- 
sion's lucid  and  practical  point  of  view  and  by  the  valuable 
results  of  their  experience.  Yet,  as  it  was  from  the  begin- 
ning the  main  object  of  the  Survey  to  study  the  nature  of  the 
relationship  between  social  maladjustments  and  mental  dis- 
orders, we  thought  it  advisable  to  adopt  for  our  material 
two  independent  systems  of  classification,  a  medical  and  a 
sociological  one,  instead  of  one,  in  which  both  principles 
are  combined,  like  that  of  the  Royal  Commission. 

This  plan  has  brought  to  light  highly  important  material 
which  under  other  conditions  would  have  remained  un- 
noticed. We  found,  on  the  one  hand,  cases  clearly  abnormal 
from  the  standpoint  of  the  medical  classification,  yet 
without  marked  social  maladjustment — mild  recoverable 
psychoses,  certain  constitutional  psychopathic  conditions, 
some  cases  of  epilepsy,  and  many  cases  of  higher  grades  of 
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arrest  of  development;  and,  on  the  other  hand,  cases  of 
marked  and  persistent  social  maladjustment,  clearly  con- 
nected with  psychic  anomalies,  yet  not  assignable  to  any  of 
the  groups  in  the  medical  classification,  excepting,  of  course, 
the  group  of  "disorders  of  uncertain  nature  or  etiology." 

Perhaps  it  should  be  stated  here  that  the  abnormal  cases 
without  social  maladjustment  were  brought  to  light  merely 
as  a  by-product  of  the  Survey.  Our  problem,  as  formulated 
at  the  beginning  of  this  report,  did  not  involve  a  quest  for 
such  cases;  but  in  the  course  of  our  work  a  number  of  them 
were  incidentally  brought  to  our  attention.  Wherever  the 
abnormality  could  be  established  beyond  question  by  a 
medical  diagnosis,  in  spite  of  the  absence  of  social  malad- 
justment, the  case  was  included  in  the  enumeration.  It  is 
significant  that  over  ten  per  cent  of  the  abnormal  cases  found 
by  us  showed  no  social  maladjustment;  and  even  more 
significant  is  the  consideration  that,  had  it  been  our  delib- 
erate purpose  to  bring  such  cases  to  light,  the  percentage 
would  undoubtedly  have  been  much  higher. 

Our  medical  classification  consists  of  the  following 
headings. 

1.     Constitutional  disorders. 


Recoverable  psychoses. 

Recurrent  psychoses. 

Chronic  psychoses  without  deterioration. 

Chronic  psychoses  with  deterioration. 

Epilepsy. 

Arrests  of  development. 
Huntington's  chorea. 


2. 


Disorders  of  exogenous  origin. 
Traumatic  psychoses. 
Alcoholic  psychoses. 
Syphilitic  psychoses. 


3. 


Other  groups. 

Senile  psychoses. 

Arteriosclerotic  psychoses  (non-syphilitic). 
Brain  tumor. 

Cretinism  and  myxoedema. 


4. 


Disorders  of  uncertain  riahcre  or  etiology. 
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The  only  group  that  would  seem  to  require  an  explanation 
is,  perhaps,  that  of  disorders  of  uncertain  nature  or  etiology. 
The  fact  of  marked  mental  abnormality  in  cases  assigned 
to  this  group  is  not  more  in  doubt  than  in  cases  assigned  to 
any  of  the  other  groups:  cases  considered  doubtful  as  to 
abnormality  have  been  kept  apart  from  the  rest  of  the 
material.  This  group  contains:  (1)  cases  in  which  the 
data  of  clinical  history  are  not  sufficient  for  a  more  definite 
judgment,  and  (2)  those  which  have  been  fairly  well  studied 
but  for  which  there  seems  to  be  no  definite  provision  in 
current  psychiatric  classifications,  particularly  certain  cases 
sociologically  classified  as  inebriety,  sex  immorality,  crimi- 
nal tendency,  and  dependency. 

Our  sociological  classification  consists  of  the  following 
headings: 

Retardation  in  school. 

Truancy,  unruliness,  etc. 

Sex  immorality. 

Vagrancy. 

Criminal  tendency. 

Dependency. 

Inebriety. 

Drug  habits. 

Domestic  maladjustment. 

Medical  cases. 

Other  groups. 

No  maladjustment. 

"Retardation  in  school,"  "truancy,"  and  "unruliness" 
are  expressions  which  have  been  applied  only  to  children  of 
school  age  in  whom  these  manifestations  were  shown  to  be 
attributable  to  mental  abnormalities  and  not  to  physical 
defects,  to  being  kept  from  school  by  parents,  etc. 

Under  "sex  immorality"  were  included  only  cases  of 
great  sociological  import,  especially  precocious  indulgence 
in  intercourse,  incest,  illegitimacy,  notorious  promiscuity  or 
lewdness,  and  prostitution. 

Under  "vagrancy  "  we  aimed  to  include  that  abnormal 
degree  of  the  nomadic  tendency  which  leads  to  a  tramp 
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existence  and  such  aimless  wandering  as  excludes  the 
possibility  of  continued  occupation. 

"Criminal  tendency"  was  spoken  of  only  in  connection 
with  instances  of  actual  conflict  with  the  law  leading  to 
arrest,  indictment,  or  conviction. 

Under  "dependency"  no  cases  were  included  of  children 
dependent,  as  normally,  on  their  parents  or,  if  orphaned, 
on  private  or  public  charity;  nor  cases  in  adults  resulting 
from  actual  decrepitude  from  old  age;  or  disease,  injury,  or 
resulting  infirmity;  or  widowhood,  or  abandonment  with 
the  burden  of  the  care  of  children;  or  unemployment  due  to 
inability  to  secure  employment.  With  these  exceptions, 
cases  were  included  which  were  more  or  less  habitually  in 
receipt  of  outdoor  relief  from  town,  county,  charitable 
organizations,  churches,  or  other  sources;  and  of  heads  of 
families  or  grown  up  children  the  burden  of  whose  main- 
tenance was  upon  their  relatives. 

Drinking,  even  if  excessive  and  habitual,  was  not  desig- 
nated by  the  term  "inebriety"  unless  it  produced  disease, 
interfered  with  occupation  so  as  to  result  in  dependency  or, 
in  the  case  of  a  married  man,  in  non-support,  or  gave  rise 
to  disorderly  conduct. 

Similarly,  "  drug  habits  "  were  taken  cognizance  of  only 
when  they  caused  disease,  interfered  with  occupation,  or 
gave  rise  to  disorderly  conduct. 

Under  "domestic  maladjustment"  were  included  cases 
of  unfaithfulness,  cruelty,  neglect,  non-support,  separa- 
tion, or  divorce,  if  attributable  at  least  in  part  to  mental 
abnormality  in  the  subject  and  not,  of  course,  in  the 
consort. 

By  "medical  cases"  were  meant  those  of  neuropathic 
conditions,  referred  to  the  Survey  mainly  by  physicians, 
and  showing  no  social  maladjustment  other  than  requiring 
medical  advice  or  assistance:  fainting  spells  or  petit  mal,  or 
nocturnal  epilepsy,  or  "nervous  prostration,"  or  attacks  of 
migraine,  etc. 

Among  "other  groups"  were  included  miscellaneous 
instances  of  maladjustment  not  falling  under  other  headings: 
Special  mention  in  this  connection  may  be  made  of  incom- 
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Petent  housewives,  a  group  constituting  among  women  the 
counterpart  of  dependency  and  non-support  among  men, 
and  met  with  so  frequently  as  to  lead  one  member  of  our 
staff  (Miss  McKinnie)  to  recommend  the  provision  of  a 
special  heading  for  it  in  the  classification;  such  provision 
would  have  been  made  had  not  the  suggestion  come  too 
late,  i.  e.,  when  most  of  our  material  had  already  been 
collected  and  classified.  Mention  may  also  be  made  of 
improper  guardians,  i.  e.,  parents  not  capable  of  providing 
proper  guardianship  for  their  children;  and  of  persons 
whose  unhygienic  way  of  living  makes  them  sanitary 
menaces  to  the  communities  in  which  they  live. 

By  "no  maladjustment"  is  meant,  of  course,  no  social 
maladjustment  so  marked  as  to  come  to  the  attention  of 
physicians,  or  police,  or  court,  or  charitable  officials. 

Two  printed  forms  were  prepared  for  use  in  the  collection 
of  statistical  data.  Form  1,  a  3X5  inch  library  index 
card,  for  subjects  judged  to  be  normal  mentally,  called  for 
the  following  data :  name,  sex,  age,  marital  condition, 
education,  birthplace,  race,  how  long  in  the  U.  S.,  residence, 
father's  name  and  birthplace,  mother's  maiden  name  and 
birthplace,  occupation,  and  weekly  earnings.  Form  2,  a 
5X8  inch  library  index  card,  for  subjects  judged  to  be  ab- 
normal mentally,  called  for  the  same  data  and,  in  addition, 
the  following:  alcoholic  habits,  temperament,  record  at 
school,  reaction  to  sex  matters,  criminal  tendency,  depend- 
ency, drug  habits,  domestic  maladjustment,  sojourn  in 
institutions,  results  of  examination,  tests,  etc.,  medical 
classification,  treatment  required,  and  remarks. 

Instructions  Issued  to  Members  of  the  Staff. 

Every  member  of  the  staff  of  the  Survey  was  supplied 
with  a  copy  of  standard  instructions  for  the  collection  of 
statistical  data,  of  which  the  following  is  an  abstract. 

Name.    Give  every  part  of  the  name  in  full  without  abbreviations, 
giving  first  name  first,  then  middle  name,  if  any,  and  lastly  surname. 
Age.    State  age  at  last  birthday. 

Marital  condition.  Use  the  following  symbols:  S  (single),  M 
(married),  W  (widowed),  D  (divorced),  and  Sep  (separated). 

Education.    Use  the  following  expressions  and  symbols  :  None. 
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R  W  (reads  and  writes);  Incomp.  C  S  (incomplete  common  school); 
C  S  (common  school) ;  H  S  (high  school);  and  Collegiate. 

Birthplace.  If  in  Nassau  County  give  village  or  town;  if  in  U.  S. 
outside  of  Nassau  County  give  State;  if  outside  of  U.  S.  give  country 
according  to  classification  of  nativity  given  in  the  booklet  of  the  New 
York  State  Hospital  Commission.* 

Weekly  earnings  {or  those  of  husband  or  father) .  If  an  estimate 
in  figures  can  not  be  secured,  use  the  following  standards :  very  low 
(under  $7) ;  low  ($7  to  $10);  moderate  ($11  to  $20) ;  high  ($21  to  $50) ; 
very  high  (over  $50).  If  board  is  added  to  earnings  state  that  fact;  if 
income  from  property  or  from  inheritance  or  investments  is  available 
in  addition  to  actual  earnings,  state  that  fact  also. 

Temperament.  Irritability,  liability  to  outbursts  of  temper,  spells 
of  the  "blues"  or  other  periodic  disturbances,  worrisome  or  hypo- 
chondriacal disposition,  taciturnity,  seclusiveness,  excessive  religious 
preoccupation,  miserliness,  or  other  eccentricities. f  If  any  of  these 
peculiarities  are  found  in  degrees  that  may  be  judged  to  be  within 
normal  limits  then  these  expressions  may  be  used  without  qualifica- 
tion; in  other  cases  use  the  symbol  ab.  (abnormally),  e.  g.,  ab.  irrit- 
able, ab.  seclusive,  ab.  subject  to  the  blues,  etc.  If  none  of  the 
enumerated  temperamental  peculiarities  exist  use  the  symbol  neg. 
(negative). 

Race.  Follow  classification  given  in  the  booklet  of  the  State  Hos- 
pital Commission. 

Record  at  school.  Note  especially  amount  of  retardation,  if  any, 
together  with  causes,  i.  e.,  physical  infirmities  or  diseases,  truancy, 
intractableness,  unteachableness,  etc. 

Sojourn  in  institutions.  State  hospitals  for  the  insane,  asylums  for 
the  feeble-minded,  reformatories,  almshouses,  jails,  prisons,  private 
institutions,  etc. ;  give  number  of  times  and  lengths  of  residence,  if 
possible,  with  dates  of  admission  and  discharge. 

Results  of  examitiation,  tests,  etc.  Here  should  be  recorded 
evidences  of  illusions,  hallucinations ;  dearth  of  ideas,  incoherence, 
rambling  tendency,  disconnectedness,  irrelevancy  in  speech,  or  other 
evidences  of  disturbance  of  the  flow  of  thought;  suspiciousness;  false 
interpretations  or  delusions ;  memory  defects  ;  negativism,  stereo- 
typies, mannerisms;  emotional  apathy,  excitement,  etc.  Here  belong 
also  intelligence  tests. 

The  items  under  medical  classification,  sociological  classification, 
and  treatment  required  will  be  filled  out  in  all  cases  in  consultation 
either  with  the  Director  of  the  Survey  or  his  authorized  representa- 
tive. When  necessary  more  than  one  heading  from  the  sociological 
classification  may  be  used,  underlining  the  principal  one. 

In  many  cases  which  may  readily  find  a  place  under  some  caption 

*  Instructions  for  the  Preparation  of  Statistical  Data.  State  Hospital  Press, 
Utica,  N.  Y.,  1915. 

t  August  Hoch  and  George  S.  Amsden.  "  A  Guide  to  the  Descriptive  Study 
of  the  Personality."   State  Hospital  Bulletin,  November,  1913,  Utica,  N.  Y. 
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in  the  sociological  classification  a  doubt  may  exist  as  to  the  question 
of  placing  the  case  among  those  considered  abnormal.  Such  cases,  if 
remaining  in  doubt  after  consultation  with  the  Director,  will  be  re- 
corded on  the  form  provided  for  abnormal  subjects,  but  the  symbol  ± 
will  be  added  at  the  top  of  the  card  with  a  crayon  pencil. 

Remarks.  For  abnormal  and  doubtful  cases,  i.  e.,  cases  entered  on 
large  cards,  give  in  narrative  form,  briefly  but  comprehensively,  a 
biographical  sketch  of  the  subject,  describing  particularly  his  mental 
make-up  and  his  conduct  in  so  far  as  it  has  a  bearing  on  the  question 
of  mental  abnormality.  On  the  face  of  the  card  there  will,  of  course, 
not  be  room  enough  for  these  remarks  and  they  may  be  continued  on 
the  back  of  the  card;  in  most  cases  it  will,  however,  be  found  neces- 
sary to  make  detailed  memoranda  in  the  field  on  sheets  of  blank 
paper  of  uniform  size  suitable  for  filing  and  provided  for  the  purpose. 

For  data  unascertained  use  the  symbol  +. 

On  the  back  of  every  large  card,  i.  e.,  every  card  filled  out  for  a 
subject  judged  to  be  abnormal  mentally  or  of  doubtful  normality, 
should  be  entered  the  names  and  addresses  of  the  following  relatives 
if  living  and  if  they  are  residents  of  Nassau  County  :  the  four  grand- 
parents, both  parents,  the  paternal  and  maternal  uncles  and  aunts, 
the  brothers  and  sisters,  and  the  sons  and  daughters.  Cards,  large 
or  small,  as  required,  should  be  made  out  for  all  these  relatives;  if 
any  of  these,  however,  reside  in  too  distant  parts  of  the  county  and 
can  not  at  the  time  conveniently  be  interviewed,  the  filling  out  of 
cards  for  them  may  be  postponed,  but  their  names  and  addresses  must 
be  submitted  to  the  office  to  be  entered  in  a  book  especially  provided 
for  cases  to  be  investigated.  These  cards  of  relatives  of  abnormal 
cases  should  have  on  the  back  a  reference  to  the  abnormal  case  form- 
ing the  starting  point  of  the  investigation  of  the  family  in  this  form: 
"See  card  of  John  Smith." 

The  policy  of  investigating  the  relatives  of  abnormal 
persons  was  adopted  in  the  belief  that  other  abnormal  cases 
would  probably  thus  be  found  which  would  not  otherwise 
be  brought  to  light,  thus  making  the  enumeration  of  cases 
of  mental  disorder  more  nearly  complete. 

Owing  to  the  necessity  of  working  rapidly  and  often  under 
unfavorable  conditions  a  need  was  felt  for  a  simpler  system 
of  intelligence  tests  which  could  be  safely  applied  to  cases 
in  which  coarse  degrees  of  mental  defectiveness  were  sus- 
pected. With  this  in  view  a  special  modification  of  the 
Binet-Simon  scale  was  prepared  for  use  on  the  Survey  by 
a  member  of  our  staff  (Miss  McKinnie);  the  tests  that  were 
selected  could  be  easily  and  quickly  given  in  the  field  with- 
out the  aid  of  special  equipment.    It  goes  without  saying 
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that  cases  in  which  a  more  accurate  measure  was  required 
were  tested  by  means  of  the  full  Binet-Simou  scale,  or  one 
of  its  standard  revisions,  or  by  the  Yerkes-Bridges-Hardwick 
point  scale.  The  special  modification  contained  the  follow- 
ing tests. 

The  tests  printed  in  italics,  including  all  those  grouped 
under  the  heading  ''General  Questions,"  were  especially 
recommended  for  testing  persons  of  15  years  of  age  or  over 
in  whose  cases  feeble-mindedness  was  suspected. 

III. 

1.  Points  to  eyes,  nose,  mouth. 

2.  Recognizes  key,  knife,  penny,  watch. 

3.  Are  you  a  boy  or  a  girl  ? 

4.  What  is  your  name  ? 

IV. 

1.  Counts  four  pennies. 

2.  What  must  you  do  when  you  are  sleepy  ?  cold?  hungry  ? 

3.  Repeats       4739       2854  7261. 

4.  Repeats,  We  are  going  to  have  a  good  time  in  the  country. 

V. 

1.  Recognizes  red,  yellow,  blue,  green. 

2.  Defines  in  terms  of  use,  chair,  horse,  fork,  pencil,  doll. 

3.  Puts  the  key  on  chair,  brings  box,  shuts  door. 

4.  Gives  age. 

VI. 

1.    Might  hand,  left  ear. 
2     Counts  13. 

3.  Knows  nickel,  penny,  quarter,  dime. 

4.  Is  this  morning  or  afternoon  ? 

VII. 

1.  Number  of  fingers  on  right  hand,  left  hand,  both? 

2.  Repeats      31159       42385  98176. 

3.  Tells  difference  between  a  fly  and  a  butterfly;  paper  and  cloth; 

wood  and  glass. 

4.  Days  of  the  week. 
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VIII. 

L    Counts  from  20  to  1. 

2.  Tells  the  similarity  between  wood  and  coal;  an  apple  and  a  peach; 

a  ship  and  an  automobile. 

3.  Defines  better  than  in  terms  of  use,  chair,  horse,  fork,  pencil,  doll. 

4.  Recognizes  six  coins. 

IX. 

1.  Gives  date. 

2.  Months  of  the  year. 

3.  Makes  change,       10-4,       15-12,  25-4. 

4.  Repeats  backwards       6528,       4937,  3629. 

X. 

1.  A  man  said :    I  knozu  a  road  from  my  house  to  the  city  which  is 

downhill  all  the  way  to  the  city  and  downhill  all  the  way  back 
home. 

An  engineer  said  that  the  more  cars  he  had  on  his  train  the  faster 
he  could  go. 

Yesterday  the  police  found  the  body  of  a  girl  cut  into  eighteen 

pieces.    They  believe  that  she  killed  herself 
There  was  a  railroad  accident  yesterday,  but  it  was  not  very 

serious.    Only  43  people  were  killed. 
A  bicycle  rider,  being  thrown  from  his  bicycle  in  an  accident, 

struck  his  head  against  a  stone  and  was  instantly  killed.  They 

picked  him  up  and  carried  him  to  the  hospital,  and  they  do  not 

think  he  zvill  get  well  again. 

2.  Draws  designs. 

3.  What  ought  you  to  say  when  some  one  asks  your  opinion  about  a 

person  you  don't  know  very  well  ? 
What  ought  you  to  do  before  undertaking  (beginning)  something 
very  important  ? 

Why  should  we  judge  a  person  more  by  his  actions  than  by  his 
words  ? 

4.  Repeats      374S59  521746. 

OVER  X. 

1.  Uses  three  words  in  one  sentence  :  money,  river,  New  York. 

2.  Repeats,  Walter  likes  very  much  to  go  on  visits  to  his  grandmother, 

because  she  always  tells  him  many  funny  stories. 

3.  Gives  60  words  in  three  minutes. 

4.  A  person  who  was  walking  in  the  forest  near  here  suddenly 

stopped  much  frightened  and  hastened  to  the  nearest  police 
station  and  reported  that  he  had  seen  hanging  from  a  limb  of  a 
tree  a  what? 
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My  neighbor  has  been  having  strange  visitors.  He  has  received 
one  after  the  other — a  physician,  a  lawyer  and  a  clergyman. 
What  has  happened  at  the  house  of  my  neighbor  ? 

GENERAL  QUESTIONS. 

When  is  Christmas?  Thanksgiving? 

When  is  your  birthday  ?   In  what  year  were  you  born  ? 

Who  is  the  President  of  the  United  States  ?    Who  was  the  first 

President? 
Who  was  the  civil  war  President  ? 
What  countries  are  at  war? 
Name  five  cities  in  the  United  States  ? 

Hoiv  far  is  this  from  New  York  ?  {or  from  the  nearest  town?) 
How  much  does  it  cost  to  go  ? 

Psychiatric  Judgments.    Medical  Examinations. 

Every  abnormal  case,  every  doubtful  case,  and  a  good 
many  of  the  normal  cases  gave  rise  to  questions  of  a  medical 
nature;  anticipation  of  this  led  to  the  appointment  of  a 
sufficiently  large  force  of  physicians  of  psychiatric  experi- 
ence to  make  available  an  expert  judgment  for  every  case. 

The  non-medical  field  workers  were  persons  of  collegiate 
training;  most  of  them  had  had  experience  in  various 
phases  of  social  work,  in  work  with  defectives  or  delin- 
quents, in  psychological  testing,  or  in  the  shape  of  special 
courses  of  instruction,  which  proved  useful  for  the  purposes 
of  the  Survey.  Although  the  view  has  been  held  from  the 
beginning  that  a  psychiatric  survey  is  by  its  nature  largely 
a  medical  undertaking,  yet  we  have  felt  that  it  would  be 
neither  readily  practicable  nor  necessary  to  employ  exclu- 
sively medically  trained  assistants.  What  safeguards  were 
provided  against  failure  of  judgment  as  between  normality 
and  abnormality  will  appear  below. 

Division  of  the  County  into  Districts. 

The  office  of  the  Survey  was  established  at  Mineola, 
which  is  the  county  seat  and  centrally  located. 

In  order  to  reduce  to  the  minimum  the  traveling  in  the 
field  work  the  county  was  divided  into  14  districts  according 
to  means  of  transportation  by  steam  railroad  and  trolley 
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lines;  these  districts  are  very  unequal  both  in  area  and  in 
population,  so  that  one,  for  instance,  required  during-  the 
entire  time  two  and  during  a  part  of  the  time  four  workers 
in  the  field,  while  the  work  in  another  was  finished  by  one 
field  worker  in  about  three  weeks,  at  the  end  of  which  time 
she  became  available  for  work  in  another  district.  The 
villages  and  hamlets  included  in  the  various  districts  were  as 
follows: 

First  District.  Garden  City,  Hempstead  Crossing,  Clinton  Road, 
Hempstead,  Kast  Meadow,  Meadowbrook,  Roosevelt,  Uniondale, 
Freeport,  Baldwin,  Milburn,  Rockville  Center,  Oceanside,  Lynbrook, 
East  Rockaway,  Malverne,  Valley  Stream,  Bridgeport,  and  Norwood. 

Second  District.  West  Hempstead,  Stewart  Manor,  Munson, 
Nassau  Boulevard,  Franklin  Square,  Elmont,  and  Belmont  Park. 

Third  District.  Mineola,  New  Hyde  Park,  Merillon  Avenue, 
Floral  Park,  Belle  Rose,  Hyde  Park,  and  Garden  City  Park. 

Fourth  District.  Carle  Place  (or  Mineola  Park),  Westbury,  New 
Cassell,  Old  Westbury,  Ilicksville,  Bedelltown,  Jericho,  Locust  Grove, 
Mannetto  Hill,  and  Plainview. 

Fifth  District.  East  Williston,  Plattsdale,  Herricks,  Searington 
(or  Albertson  Square),  Albertson,  Roslyn,  Manhasset,  Great  Neck, 
Lakeville,  Elm  Point,  and  Hewlett  Point. 

Sixth.  District.  Thomaston,  Plandome,  Flower  Hill,  Port  Wash- 
ington, and  Sands  Point. 

Seventh  District.    Hempstead  Gardens  and  Lake  View. 

Eighth  District.  Hewlett,  Woodmere,  Cedarliurst,  Lawrence, 
Hicks'  Beach,  and  Inwood. 

Ninth  District.  South  Lynbrook,  Jekyl  Island,  Barnum  Island, 
Wreck  Lead,  Queenswater,  Long  Beach,  and  Nassau-by-the-Sea. 

Tenth  District.  Central  Park,  Jerusalem,  Bethpage  Junction, 
Bethpage,  Plainedge,  and  Farmingdale. 

Eleventh  District.  Merrick,  Bellmore,  Wantagh,  Jerusalem,  Sea- 
ford,  Massapequa,  Jones'  Beach,  Short  Beach,  and  Smithville  South. 

Twelfth  District.    Rosedale  and  Foster  Meadows. 

Thirteenth  District.  North  Roslyn,  Harbor  Hill,  Wheatley, 
Greenvale,  Glen  Head,  Glenwood  Landing,  Sea  Cliff,  Glen  Cove, 
Dosoris,  Matinecock,  Locust  Valley,  Bay  ville,  Lattingtown,  Oak  Neck, 
Piping  Rock,  Mill  Neck,  Oyster  Bay,  Center  Island,  East  Norwich, 
and  Laurelton. 

Fourteenth  District.    Syossett,  Brookville,  and  Woodbury. 
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In  addition  to  transportation  by  steam  railroad  and  by 
trolley  the  nse  of  three  antomobiles  was  secured  for  the 
Survey;  much  ground  was  also  covered  in  public  'buses, 
by  horse  and  wagon,  on  bicycles,  and,  of  course,  on  foot. 
In  spite  of  the  small  area  of  the  county  and  its  high  density 
of  population  a  very  large  part  of  the  time  of  the  staff  of 
the  Survey  had  to  be  spent  in  traveling,  especially  as  many 
houses  in  out  of  the  way  places  had  to  be  visited  more  than 
once  in  order  to  find  subjects  who  were  not  at  home  at  the 
time  of  the  first  visit  or  to  secure  more  information  necessary 
for  the  proper  judgment  and  classification  of  the  case. 

Methods  of  Investigation. 

The  investigation  was  conducted  by  a  method  consisting 
essentially  in  two  stages.  The  first  stage  consisted  in 
securing  leads  to  cases  of  possible  mental  abnormality  in 
the  county,  and  the  second  stage  consisted  in  efforts  to 
secure  data  concerning  these  cases  sufficient  to  establish  the 
abnormality,  if  it  indeed  was  there,  and  to  determine  at 
least  roughly  its  nature. 

The  main  sources  of  leads  to  cases  were  as  follows: 

1.  As  already  stated,  partial  lists  of  cases  of  mental 
disorder  had  been  compiled  by  various  agencies  before  the 
present  Survey  was  undertaken.  Such  lists  were  furnished 
us  by  the  State  Department  of  Charities,  Nassau  County 
Association,  the  Eugenics  Record  Office,  and  the  Kings 
Park  State  Hospital. 

2.  All  physicians  practicing  in  the  county  (120  in 
number)  were  interviewed  and  cases  known  to  them  as 
possibly  mentally  abnormal  were  placed  on  lists  for  investi- 
gation. 

3.  The  records  of  the  six  overseers  of  the  poor  in  the 
three  townships  of  the  county  were  gone  over  with  them 
back  to  one  year  prior  to  the  beginning  of  the  field  work  on 
the  Survey,  i.  e.,  back  to  July  1,  1915. 

4.  The  dockets  of  the  twelve  justices  of  the  peace  and 
the  seven  village  police  justices  were  gone  over  with  them, 
also  back  to  July  1,  1915. 

5.  Similarly  the  records  of  the  district  attorney  were 
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gone  over  for  indictable  offenses  which  had  been  brought 
to  his  attention  directly  and  not  through  the  justices  of  the 
peace  or  the  police  justices;  and  the  records  of  divorce  and 
separation  proceedings  in  the  county  clerk's  office  were 
gone  over. 

6.  All  the  records  of  the  Nassau  County  Association 
besides  those  already  mentioned — mainly  records  of  cases 
applying  for  relief — Child's  Welfare  Bureau,  and  of  other 
organizations  in  the  county,  already  enumerated,  were  also 
gone  over. 

7.  Neighborhood  workers,  district  nurses,  truant  officers, 
clergymen,  old  residents,  and  other  persons  were  interviewed 
for  possible  leads. 

These  leads,  it  seemed,  should  include  most  cases  of  social 
maladjustment,  sufficiently  marked  to  require  at  least  medi- 
cal advice,  which  had  occurred  in  the  course  of  one  year 
in  the  county,  with  the  exception  of  cases  known  to  the 
educational  authorities  for  the  investigation  of  which  special 
provision  was  made,  as  will  appear  farther  on. 

It  goes  without  saying  that  many  cases  appearing  on  the 
records  of  the  overseers  of  the  poor,  the  courts,  and  charitable 
organizations  were  eliminated  to  begin  with.  We  were,  of 
course,  not  interested  in  dependency  clearly  resulting  from 
physical  disablement  through  injury  or  disease,  from  the 
physical  decrepitude  of  advanced  senility,  from  widowhood 
burdened  with  the  care  of  young  children,  etc.,  but  only  in 
dependency  possibly  connected  with  mental  disorders. 
Similarly,  in  connection  with  the  criminal  records  in  the 
county,  we  were  interested  not  in  such  crimes  as  violations 
of  speed  laws  or  local  ordinances,  liquor  traffic  laws,  etc., 
but  in  thefts,  burglaries,  assaults,  sexual  offenses,  drunk- 
enness, vagrancy,  and  such  other  crimes  which,  especially  if 
repeatedly  committed  by  the  same  individual,  would  per  se 
arouse  a  suspicion  of  mental  abnormality. 

Thus  were  secured  lists  of  cases  in  the  county,  classified 
by  districts,  and  distributed  among  the  members  of  the  staff 
of  the  Survey  for  their  investigation.  Many  of  these  cases 
were  known  to  be  abnormal  independently  of  their  investi- 
gation by  our  field  workers;  in  the  remaining  cases  there 
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was  more  or  less  evidence  pointing  to  abnormality,  but  the 
decision  on  this  point  depended  on  the  information  to  be 
collected  by  the  field  workers  and  the  physicians. 

It  was  felt  that  the  above  mentioned  sources  of  informa- 
tion would  hardly  suffice  for  an  exhaustive  enumeration 
even  of  those  abnormal  persons  only  whose  abnormalities 
manifested  themselves  in  gross  social  maladjustment.  For 
instance,  whether  a  case  of  dependency  came  to  the  notice 
of  public  authorities  or  not  was  a  matter  determined  not 
only  by  the  severity  of  the  mental  disorder  underlying  it  or 
even  by  the  completeness  and  permanency  of  the  depend- 
ency, but  also  by  the  amount  of  relief  privately  available 
from  relatives  and  friends;  similarly,  a  case  of  inebriety 
might  repeatedly  lead  to  disorderly  conduct,  and  yet  come 
to  the  attention  of  the  police  or  not,  according  to  the  mere 
accident  of  the  particular  village,  or  even  the  particular 
part  of  the  village,  or  other  special  conditions  under  which 
it  existed. 

These  considerations  led  us  to  adopt  the  policy  of  investi- 
gating not  only  abnormal  or  presumably  abnormal  persons, 
but  also  the  near  relatives  of  abnormal  persons,  as  outlined 
in  the  instructions  which  were  issued  to  field  workers  and 
an  abstract  of  which  has  already  been  given.  It  seemed 
reasonable  to  assume  that  among  the  near  relatives  of 
abnormal  persons  might  be  found  many  who  had  been 
exposed  to  complexes  of  causes  which,  whether  they  be  of 
hereditary  or  environmental  nature,  or  both,  were  similar  to 
those  which  in  the  abnormal  persons  had  produced  the 
abnormality  and  the  failure  of  adjustment. 

As  was  to  be  expected,  a  good  many  persons  examined 
in  pursuit  of  this  policy  were  classified  as  normal;  but  the 
labor  expended  in  making  such  examinations  we  have  not 
thought  wasted;  in  another  part  of  our  plan,  presently  to  be 
described,  we  made  deliberate  provision  for  the  examina- 
tion of  large  numbers  of  normal  persons,  as  it  seemed  to  us 
that  some  data  pertaining  to  mental  defectives  that  we  were 
at  pains  to  accumulate  would  not  possess  their  full  value  in 
the  absence  of  some  provision  for  comparing  them  with 
similar  data  pertaining  to  the  normal  population;  some 
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facts  that  might  be  discovered  in  connection  with  the  men- 
tally defective  part  of  the  population  might  be  devoid  of 
significance  except  in  contrast  with  the  normal  part. 

It  was  clear,  however,  that  even  with  this  provision  an 
exhaustive  enumeration  was  not  likely  to  result  from  the 
method  adopted;  not  all  possible  informants  could  be  ex- 
pected to  give  the  fullest  and  most  efficient  cooperation; 
about  the  topics  concerning  which  we  had  to  make  inquiry 
much  sensitiveness  prevails  among  people;  as  it  turned  out, 
some  physicians  have  refused  to  furnish  lists  of  cases  for 
our  investigation  on  the  grounds  of  professional  etiquette, 
although  we  had  asked  for  such  lists  in  confidence  and 
pledged  ourselves  not  to  publish  names  of  individuals  or, 
without  express  permission,  any  other  data  that  might 
serve  to  identify  them;  and  other  possible  informants  have 
also  shown  reluctance  on  various  grounds.  Moreover, 
where  our  information  was  based  not  on  records,  but  only 
on  the  memory  of  informants,  errors  of  omission,  naturally, 
must  have  occurred  even  in  the  presence  of  the  greatest 
willingness  to  cooperate. 

That  such  errors  of  omission  would  be  partly  rectified  we 
had  every  reason  to  expect  as  in  no  part  of  the  county  were 
we  dependent  on  but  one  source  of  information,  and  very 
often  cases  not  mentioned  by  one  informant  were  given  us 
by  others.  In  one  of  the  villages,  for  instance,  a  physician 
told  the  representative  of  the  Survey  for  that  district  that 
he  had  witnessed  the  growth  of  the  population  there  from 
the  time  it  was  40  to  the  time  it  became  1,800  and  was  posi- 
tive that  mental  disorders,  even  in  the  broad  sense  of  our 
medical  and  sociological  definitions,  did  not  exist  and  never 
had  existed  in  that  community:  our  investigation  there 
brought  to  light  35  markedly  "abnormal"  cases  and  22 
cases  classified  as  "  doubtful." 

However,  we  could  only  assume  that,  in  spite  of  the 
multiplicity  of  our  informants,  a  residue  of  cases  would 
remain  of  which,  owing  to  method,  no  cognizance  would  be 
taken  by  the  Survey.  It  seemed  probable  that  this  residue 
would  include  for  the  most  part  cases  of  least  sociological 
importance  or  of  but  potential  importance.    Yet,  as  we  had 
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in  view  partly  the  development  of  method,  we  felt  that  it 
was  desirable,  for  the  correct  evaluation  of  the  method 
adopted  by  us,  to  provide  some  measure  of  the  unascer- 
tained residue  anticipated  by  us. 

Selection  of  Districts  for  Intensive  Investigation. 

With  this  in  view  four  special  districts  in  the  county  were 
selected  for  intensive  investigation,  i.e.,  a  house  to  house 
canvass  to  collect  information  concerning  every  resident  of 
these  districts.  The  abnormal  cases  that  might  be  brought 
to  light  in  these  districts  were  to  be  compared  as  to  relative 
numbers  and  as  to  kinds  with  those  brought  to  light  by  the 
general  method  employed  in  the  rest  of  the  county,  while 
the  normal  ones,  with  other  normal  cases,  were  to  furnish  an 
idea  of  normal  social  standards  prevailing  in  the  county. 

The  districts  selected  for  intensive  investigation  were  as 
follows: 

(1)  That  part  of  the  village  of  Floral  Park  which  is  sit- 
uated in  the  township  of  Hempstead.  The  total  population 
there,  according  to  our  enumeration,  is  1,238.  (U.  S. 
Census,  1910,  gives  928.  The  figures  of  the  N.  Y.  State 
Census,  1915,  are  not  given  separately  for  that  part  of  the 
village.)  This  village  is  situated  close  to  the  city  boundary 
line,  has  good  train  and  trolley  service,  and  its  population 
consists  largely  of  artisans,  clerks,  etc.,  commuting  daily  to 
New  York. 

(2)  A  rural,  i.e.,  almost  exclusively  agricultural,  area, 
bounded  on  the  north  by  the  central  branch  of  the  Long 
Island  Railroad,  on  the  east  by  the  Massapequa-Hicksville 
road,  on  the  south  by  Jerusalem  avenue,  and  on  the  west  by 
Merrick  avenue — an  area  of  a  little  over  twelve  square 
miles  (see  shaded  area  on  general  map  of  the  county);  the 
nearest  railroad  station  is  about  a  mile  and  a  half  from  the 
boundary  of  this  area  and  most  places  within  the  area  are, 
of  course,  much  farther  from  a  railroad  station;  there  is  no 
trolley  line  running  through  or  near  this  district,  and  most 
of  the  roads  are  dirt  roads.  The  population  of  the  district, 
according  to  our  enumeration  is  966,  i.  e.,  a  little  over  80 
per  square  mile,  the  general  population  density  of  the  county, 
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calculated  from  the  figures  of  the  New  York  State  Census  of 
1915,  being  about  423  per  square  mile. 

(3)  The  southeastern  part  of  Freeport,  the  largest  vil- 
lage on  Long  Island  outside  the  city  limits,  with  a  population 
of  7,464,  according  to  the  New  York  State  Census  for  1915. 
This  district  contains  five  distinguishable  types  of  neigh- 
borhoods: (a)  a  colored  section;  (3)  a  foreign  section 
settled  mostly  by  Italians;  (c)  a  section  known  as  Turk's 
Island  and  bearing  a  very  bad  reputation  as  a  nest  of 
lawlessness,  drunkenness,  immorality,  etc.;  (d)  South 
Main  street,  the  oldest  part  of  the  village  still  settled 
by  what  remains  locally  of  old  Long  Island  families,  now 
for  the  most  part  "  bay  men,  "  i.e.,  oystermen  and  fisher- 
men; and  (e)  a  section  settled,  according  to  our  field 
worker's  report,  by  people  of  the  "lower  middle  class  "  in 
comfortable  circumstances.  The  total  population  of  this 
part  of  Freeport  is,  according  to  our  enumeration,  1,427. 

(4)  A  district  taking  in  most  of  the  southern  part  of  the 
village  of  Oyster  Bay.  This  district  consists,  for  the  most 
part,  of  what  is  regarded  as  one  of  the  most  desirable  resi- 
dential sections  of  the  village;  and  it  includes,  on  the  other 
hand,  a  part  of  the  outskirts  settled  by  two  small  col- 
ored communities.  The  total  population  of  this  district, 
according  to  our  enumeration,  is  1,037. 

Further  Safeguards  in  the  Work. 

The  distinction  between  mental  normality  and  abnormal- 
ity, as  it  is  implied  in  the  definitions  which  have  already 
been  given,  is,  of  course,  an  arbitrary  one,  as,  owing  to  the 
nature  of  things,  every  such  distinction  must  be.  We  have 
endeavored  to  make  it  in  the  most  practical  way,  first,  by 
emphasizing  points  of  sociological  value  and,  secondly,  by 
aiming  at  a  degree  of  clearness  which  would  insure  as  far 
as  possible  a  uniform  technique. 

It  was  not  thought,  however,  that  uniformity  of  technique 
would  be  insured  with  so  large  a  working  force  as  that  of 
this  Survey  by  merely  providing  definitions,  however  clear 
cut.  For  this  reason  weekly  conferences  of  the  entire  staff 
of  the  Survey  were  inaugurated  and  held  at  our  office  at 
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Mineola  every  Saturday;  at  these  conferences  were  discussed 
questions  arising  in  connection  with  specific  experiences  in 
the  field  and  specific  cases,  and  they  became  for  all  concerned 
a  training  in  the  actual  application  of  the  method  that  had 
been  developed  to  the  work  that  was  to  be  done.  Even- 
tually we  came  to  feel  that  the  staff  of  field  workers  was 
capable  of  distinguishing  between  "normal"  and  "  abnor- 
mal "  cases  with  a  remarkable  degree  of  unanimity.  That 
in  the  end  we  find  ourselves  with  583  cases  classified  as 
doubtful  "  out  of  a  total  of  9,036  registered  in  no  way  de- 
tracts from  this  feeling  on  our  part,  for  the  ' 1  doubtfulness  ' ' 
of  most  of  these  cases  is  due  to  insufficient  data  or  conflict- 
ing reports  and  not  to  failure  of  our  definitions  or  to  inherent 
difficulty  of  applying  them.  Our  aim  in  thus  attempting 
to  cultivate  a  psychiatric  judgment  in  our  field  workers  was 
not  that  their  judgment  might  become  available  for  the 
actual  classification  of  cases,  as  that  was  taken  care  of 
wholly  in  the  central  office;  but  mainly  that  they  might  the 
more  readily  recognize  possible  abnormalities  as  they  came 
to  their  notice  in  the  field  and  would  thus  be  sure  to  subject 
them  to  investigation  and  bring  them  to  attention. 

Here,  perhaps,  may  be  summarized  those  features  of 
method  which  may  afford  for  the  reader  an  idea  as  to  how 
far  we  have  found  it  practicable  to  secure  accuracy  in  our 
work. 

The  leads  were  of  such  a  nature  as  to  render  possible  in 
many  cases,  independently  of  further  investigation,  a  pro- 
visional, often  even  a  definite  judgment  on  the  question  of 
mental  abnormality  and  its  nature. 

The  data  sought  in  the  field  investigations  were  the  usual 
ones  required  in  psychiatric  practice:  family  and  personal 
history,  development  of  psychosis,  results  of  physical  and 
mental  examination,  in  addition,  of  course,  to  the  statisti- 
cal data  already  discussed.  Where  the  question  of  possible 
arrest  of  development  arose  Binet  or  other  similar  tests  were 
required,  as  already  stated. 

The  final  decision  as  to  existence  of  mental  abnormality, 
classification,  and  treatment  required  was  made  in  all  cases 
in  consultation  with  the  Director  or  the  Assistant  Director, 
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and  was  based  on  the  data  collected  in  the  field.  Often  it 
was  found  necessary  to  have  further  investigation  of  special 
points. 

Two  physicians  were  in  the  field  all  the  time,  investiga- 
ting cases  and  supervising  the  work  of  non-medical  field 
workers,  and  one  other  part  of  the  time. 

As  will  appear  more  in  detail  further  on,  almost  all  insti- 
tutional cases  were  examined  either  by  a  medical  member 
of  the  staff  of  the  Survey  or  (as  in  State  hospitals)  by  psy- 
chiatrists not  connected  with  the  Survey.  Of  the  cases 
outside  of  institutions  a  medical  examination  was  available 
for  all  which  were  considered  in  doubt  after  investigation 
by  the  non-medical  field  workers. 

Thus,  roughly  more  than  half  of  all  the  "abnormal" 
cases  were  subjected  to  direct  examination  by  physicians  of 
psychiatric  experience;  and  for  all  an  expert  judgment  was 
available.  The  cases  disposed  of  without  an  examination 
by  a  physician  were,  of  course,  those  least  subject  to  doubt. 

In  the  matter  of  determining  abnormality  the  policy  of 
the  survey  was  a  conservative  one.  Cases  measuring  by  in- 
telligence tests  up  to  the  ten-year  level  were  not  considered 
"abnormal"  except  in  the  presence  of  other  evidence  of  a 
conclusive  nature;  and,  in  the  event  of  the  latter,  they  were 
diagnosed  not  "  arrests  of  development  "  but  something  else, 
according  to  special  symptoms;  possibly  in  this  way  many 
cases  that  others  might  have  classified  as  "morons"  were 
placed  by  us  under  the  heading  of  "  disorders  of  uncertain 
nature  or  etiology."  Mild  cases  of  abnormality,  such  as 
nocturnal  epilepsy,  recurrent  depressions,  etc.,  were  included 
in  the  enumeration  only  when  definitely  established  by  med- 
ical diagnosis.  For  the  rest,  only  marked  abnormalities 
were  taken  into  account,  just  as,  on  the  sociological  side, 
only  highly  troublesome  or  disastrous  maladjustments  char- 
acterized by  chronicity  or  persistent  recurrency  were  ac- 
cepted as  evidence  of  abnormality.  Other  cases  were 
deliberately  set  aside  as  either  "normal"  or  "doubtful." 

Thus,  while  it  would  be  impossible  for  us  to  vouch  for  the 
enumeration  as  being  complete — having,  as  we  do,  many 
reasons  for  believing  that  it  falls  short  of  being  so — we  feel 
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that  we  have  succeeded  in  safeguarding  the  group  of 
"abnormal"  cases  sufficiently  to  say  that  it  is  almost  free 
from  cases  that  any  psychiatrist  might  regard  as  "normal." 

The  Work  in  Institutions. 

Special  provision  had  to  be  made  to  include  in  the 
enumeration  residents  of  Nassau  County  who  were  in 
institutions  located  either  within  the  county  or  elsewhere. 

The  following  institutions,  having  been  supplied  with  our 
blank  forms  and  with  copies  of  our  standard  instructions, 
have  filled  out  statistical  cards  for  abnormal  inmates  who 
were  Nassau  County  residents;  we  take  this  opportunity  of 
gratefully  acknowledging  our  indebtedness  to  them: 

Dannemora  State  Hospital  for  Insane  Criminals. 

Buffalo  State  Hospital. 

Bloomingdale  Hospital. 

Willard  State  Hospital. 

Gowanda  State  Hospital. 

Middletown  State  Hospital. 

Binghamton  State  Hospital. 

Hudson  River  State  Hospital. 

Brooklyn  State  Hospital. 

Central  Islip  State  Hospital. 

Manhattan  State  Hospital. 

Craig  Colony  for  Epileptics. 

State  Custodial  Asylum  for  Feeble-Minded  Women. 
Syracuse  State  Institution  for  Feeble-Minded  Children. 
Letchworth  Village. 

Clinton  Prison   (data  prepared  by  Dr.  John  R.  Ross  of  the 

Dannemora  State  Hospital). 
New  York  State  Training  School  for  Girls  (data  prepared  by 

Dr.  Gertrude  E.  Hall  of  the  State  Department  of  Charities). 
West  Hill,  New  York  City. 

The  following  institutions  have  kindly  permitted  a  repre- 
sentative of  the  Survey  to  call  for  the  purpose  of  either 
interviewing  and  examining  inmates,  or  consulting  records, 
or  both  : 

Kings  Park  State  Hospital. 
Rome  State  Custodial  Asylum. 

State  Agricultural  and  Industrial  School,  at  Industry. 
New  York  State  Reformatory  for  Women,  at  Bedford  Hills. 
New  York  State  Reformatory,  at  Elmira. 
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Eastern  New  York  Reformatory,  at  Napanoch. 
Auburn  Prison. 

Great  Meadow  Prison,  at  Comstock. 
Sing  Sing  Prison. 

New  York  Juvenile  Asylum,  at  Chauncey. 

New  York  County  Penitentiary,  branches  at  Blackwell's  Island, 

Hart's  Island,  Riker's  Island,  and  in  Queens  County. 
Colored  Orphan  Asylum,  at  Riverdale. 

The  New  York  Institution  for  the  Instruction  of  the  Deaf  and 
Dumb. 

The  Brooklyn  Industrial  School  Association  and  Home  for  Desti- 
tute Children. 

The  House  of  the  Good  Shepherd  in  the  City  of  Brooklyn. 
The  Convent  of  the  Sisters  of  Mercy  in  Brooklyn. 
St.  Vincent's  Retreat,  Harrison. 

St.  Joseph's  Institute  for  the  Improved  Instruction  of  Deaf-Mutes, 

at  Westchester. 
Howard  Orphanage,  Kings  Park. 

The  Angel  Guardian  Home  for  Little  Children  in  Brooklyn. 
The  Orphan  Home  of  the  Nuns  of  the  Order  of  St.  Dominic, 

Brooklyn. 
The  Ross  Health  Resort,  Brentwood. 
The  Long  Island  Home,  Amityville. 
The  Brunswick  Home,  Amityville. 
Knickerbocker  Hall,  Amityville. 
Breezehurst  Terrace,  Whitestone. 
Dr.  Combes'  Sanitarium,  Flushing. 
Sanford  Hall,  Flushing. 
St.  Rose  Industrial  School,  Melville. 
Nazareth  Trade  School,  Farmingdale. 
St.  Dominic,  New  Hyde  Park. 
Children's  Home,  Mineola. 
Nassau  Cottage,  West  Hempstead. 
House  of  St.  Giles  the  Cripple,  Garden  City. 
Hempstead  Town  Almshouse,  Uniondale. 
Jones  Institute,  Hicksville. 
County  Jail,  Mineola. 

The  examinations  of  subjects  in  these  institutions  were 
made,  for  the  most  part,  by  Dr.  Helena  B.  Pierson,  of  our 
staff,  who  filled  out  the  usual  forms  for  all  those  thought 
to  be  "  abnormal,"  within  the  sense  of  our  definitions,  or 
"doubtful". 

Some  subjects,  almost  all  children,  were  also  visited  and 
examined  in  several  private  homes  where  they  are  main- 
tained wholly  or  partly  at  public  expense  by  special  arrange- 
ment with  the  overseers  of  the  poor  of  the  three  townships. 
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Some  few  institutions  have  refused  to  cooperate  in  the 
work  of  the  Survey;  fortunately  they  are  not  important 
from  the  standpoint  of  the  probable  number  of  abnormal 
cases  of  residents  of  Nassau  County  to  be  found  among 
their  inmates. 

The  Work  in  the  Schools. 

As  originally  planned,  the  investigation  of  cases  of  possi- 
ble abnormality  among  children  of  school  age  was  to  be 
carried  out  mainly  in  the  schools  after  their  opening  in  the 
fall.  The  field  work  was  begun  on  July  1  and  provision 
was  made  for  it  to  be  continued  for  four  months ;  in  the 
ordinary  course  of  events  this  would  have  allowed  two 
months  for  the  work  to  be  done  in  the  schools,  and  in  the 
meantime  cases  of  suspected  abnormality  among  children 
were  being  investigated  as  they  came  to  our  notice  through 
other  sources  of  information. 

Eventually  our  plans  had  to  be  modified,  owing,  among 
other  things,  to  the  dela}^  in  the  opening  of  the  schools  by 
reason  of  the  poliomyelitis  epidemic.  By  a  fortunate 
arrangement  with  the  U.  S.  Public  Health  Service  the  work 
to  be  done  in  the  schools  was  taken  over  by  a  detail  of 
physicians  from  that  service,  under  the  directorship  of 
Surgeon  Taliaferro  Clark,  who  began  their  work  about  the 
middle  of  October. 

Further  Details  of  Policy  and  Technique. 

Perhaps,  before  closing  the  present  section  of  this 
report,  it  will  not  be  out  of  place  to  discuss  briefly  some 
details  of  policy  and  technique  pertaining  to  which  points 
of  more  or  less  value  have  been  gained  in  the  course  of  our 
experience. 

In  going  over  the  records  of  the  justices  of  the  peace, 
police  justices,  district  attorney,  overseers  of  the  poor,  etc., 
we  attempted  at  first  to  go  farther  back  than  a  year  prior  to 
the  beginning  of  the  field  work  on  the  Survey.  This 
attempt  was  soon  abandoned,  as  it  resulted  in  a  great  waste 
of  time  and  labor.  The  leads  that  became  available  from 
the  earlier  records  maybe  divided  into  two  groups :  (a) 
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those  pertaining  to  persons  represented  in  later  records,  as 
well  as  in  the  earlier  ones,  owing  to  persistent  or  repeated 
maladjustment ;  to  get  these  it  was,  of  course,  not  necessary 
to  go  to  the  earlier  records  ;  and  (b)  those  pertaining  to 
persons  not  represented  in  the  later  records.  As  regards 
the  latter  group  we  have  found  that  the  persons  had  either 
left  the  county  ;  or  had  died ;  or  had  been  committed  to 
institutions  whose  inmates  were  to  be  investigated  in  the 
course  of  our  work  regardless  of  the  usual  leads ;  or  were 
still  living  in  the  county  but  had  shown  no  maladjustment 
for  a  period  of  a  year  or  more  and  were  found  on  exami- 
nation almost  invariably  to  be  normal ;  for  the  rest,  very 
few  were  found  which  it  was  found  advisable  to  include  in 
our  enumeration. 

The  matter  of  securing  the  good  will  and  cooperation  of 
public  officials,  physicians  and  the  thousands  of  other  in- 
formants, including  those  of  whom  cognizance  was  taken  in 
the  enumeration,  came  up  repeatedly  in  the  discussions  at 
the  staff  conferences.  Were  it  possible  to  have  legislative 
authorization  for  our  work,  as  was  suggested  by  one  mem- 
ber of  our  staff  (Dr.  Crane1,  we  should  have  been  able 
much  more  readily  to  get  access  to  material.  An  explana- 
tion of  the  work,  a  reason  to  be  offered  in  approaching  a 
subject,  seemed  to  be  a  need  strongly  felt  by  every  field 
worker  ;  yet  it  soon  grew  apparent  to  all  of  our  staff  that  it 
was  not  a  logically  satisfying  argument,  a  plausible  reason, 
that  was  required,  but  rather  the  creation  of  an  agreeable 
emotional  situation  by  any  means  that  seemed  suitable  to 
the  particular  occasion, — whether  it  be  a  quiet  tactfulness, 
a  show  of  sympathy,  a  little  general  chatting,  or  any  other 
expedient.  It  may  be  judged  from  this  that  the  personality 
of  the  field  worker,  independently  of  her  education  or  intel- 
lectual ability,  is  a  factor  of  great  importance  in  this 
work, — as  in  any  other  that  involves  personal  relations  ; 
and  in  our  experience  the  greatest  contrasts  in  output  of 
work  were  clearly  to  be  ascribed  to  the  element  of  person- 
ality. As  all  know,  great  sensitiveness  prevails  among 
people  on  such  topics  as  those  with  which  our  Survey  was 
concerned ;  that  more  or  less  resentment  and  antagonism 
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would  be  aroused  was  to  be  expected  to  begin  with, 
especially  in  view  of  the  prospect  of  having  to  deal  with 
persons  abnormally  irritable,  or  suspicious,  or  unreasona- 
ble, or  sensitive,  etc.  ;  and  the  fact  that  in  the  course  of  our 
work  we  met  with  as  little  of  such  resentment  and  antago- 
nism as  we  did  is  to  be  attributed  to  our  good  fortune  in 
securing  a  staff  on  the  whole  unusually  well  fitted  for  the 
work. 

One  of  the  most  successful  field  workers  on  our  staff 
(Miss  Nelson)  reports  as  follows:  *'  In  visiting  the  people 
considered  abnormal,  also  their  normal  relatives,  the  truth 
as  to  the  purpose  of  the  visit  and,  where  mental  tests  were 
necessary,  the  reason  for  giving  them,  were  frankly  stated 
in  such  form  as  not  to  give  offense.  Even  though  the  full 
significance  of  the  truth  did  not  always  penetrate,  the  fact 
that  one  was  sincere  and  honest  in  one's  statements  carried 
its  appeal  and  conviction  and  inspired  confidence.  Many 
appeared  to  be  rather  flattered  that  one  was  interested  in 
the  manner  in  which  their  minds  worked  and  in  their  men- 
tal achievements.  Subjects  usually  volunteered  informa- 
tion in  regard  to  themselves  and  their  families  without  being 
questioned  and  little  difficulty  was  experienced  in  obtain- 
ing the  required  data." 

Another,  similarly  successful  field  worker  (Miss  Don- 
nelly) writes  :  "A  field  worker  should  keep  herself  always 
fresh  for  her  work,  should  be  plainly  dressed  but  in  good 
taste,  so  as  to  be  pleasing  and  at  the  same  time  command 
respect.  She  should  be  careful  not  to  ask  needless  ques- 
tions and,  if  one  question  is  going  to  offend,  to  save  it  until 
the  last,  until  she  has  obtained  all  other  facts  in  the  case. 
She  should  not  talk  about  her  work  to  people  outside  of  her 
district,  although  they  may  urge  it,  unless  she  is  going  to 
get  information  from  them  by  so  doing.  Always  leave  a 
home  so  you  will  be  well  received  in  it  if  it  is  necessary  to 
make  a  second  visit.  Make  one  good  friend  in  each 
neighborhood  whose  name  will  gain  for  you  entrance  into 
the  other  homes.  Care  should  be  taken  to  give  tests  to  per- 
sons when  alone,  so  that  they  will  take  them  seriously  and 
do  their  best." 
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Any  knowledge  of  cases  in  institutions  almost  always 
served  as  a  convenient  means  of  contact  with  the  relatives 
at  large  in  the  county  who  had  to  be  interviewed. 

For  several  of  our  field  workers  we  secured  appointments 
as  deputy  sheriffs  and  this  seemed  to  be  of  assistance  in 
some  cases. 

Perhaps  a  larger  proportion  of  men  on  our  staff  would 
have  been  of  advantage  in  some  respects.  In  the  investi- 
gation of  criminal  cases,  much  of  which  had  to  be  done  in 
the  evening  at  which  time  alone  some  of  the  subjects  were 
to  be  found  at  home,  our  women  field  workers  had  to  be 
accompanied  by  police  officers  partly  for  the  assistance 
which  they  could  render  in  the  investigation  and  partly  for 
protection. 

Some  field  workers  prefer  to  work  alone ;  others  seem  to  do 
better  working  with  some  one  else.  Thus,  two  members  of 
our  staff  (Miss  Steffen  and  Miss  Fulstow),  in  a  joint  report 
state:  "We  continue  to  feel  strongly  that  it  is  better  for 
the  work,  as  well  as  for  the  workers,  for  two  to  work  to- 
gether fairly  closely.  It  gives  two  judgments  on  every 
family  or  social  unit  and  often  on  difficult  individuals.  It 
often  makes  it  possible  to  get  the  point  of  view  of  the  family 
on  the  individual,  and  vice  versa,  without  conflict.  It 
hastens  the  examination  in  each  household,  thus  often 
holding  their  cooperation  throughout  where  otherwise  their 
tolerance  would  be  limited.  Also  refractory  individuals 
can  thus  sometimes  be  kept  from  interfering  with  the  rest 
of  the  family.  For  the  sake  of  the  worker  there  is  far  more 
fun  and  less  loss  of  courage.  It  is  much  easier  to  over- 
come the  effects  of  a  slammed  door,  when  there  is  some  one 
to  laugh  with,  or  to  have  a  similar  experience." 

It  is  a  matter  of  common  observation  that  dilapidated 
looking  houses,  uncared  for,  and  in  a  poor  state  of  repair, 
unclean  and  untidy  within  often  harbor  mentally  abnormal 
tenants.  This  attracted  the  attention  of  our  staff  very 
soon  after  the  work  began  and  led  to  the  suggestion  that  a 
systematic  investigation  be  made  of  all  persons  living  in 
such  houses  in  order  to  make  sure  of  including  those  in  our 
enumeration  who  should  be  included  but  who  might  not  be 
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brought  to  our  attention  through  the  regular  sources ^of 
information.  This  matter  was  looked  into  in  various  dis- 
tricts throughout  the  county  by  several  members  of  our  staff. 
It  was  found  that  in  many  such  houses  foreign  families  of 
comparatively  recent  immigration  were  living;  the  people 
were  normal  and  their  conditions  of  living  were  evidently 
to  be  attributed  to  poverty  and  the  necessity  on  the  part  of 
parents  and  older  children  of  engaging  in  wage  earning 
labor  with  the  resulting  neglect  of  the  household.  Where- 
ever  native  people  were  found  living  in  such  houses,  or 
older  immigrants,  marked  cases  of  mental  abnormality  were 
almost  invariably  found,  but  they  all  proved  to  be  cases 
which  had  been  or  would  have  been,  later  on,  brought  to 
our  attention  through  the  regular  sources  of  information. 

Among  other  practical  details  mentioned  in  the  field 
workers'  reports  is  the  great  desirability  of  avoiding  dupli- 
cation of  work,  not  only  that  labor  might  be  saved  but  also 
that  increasing  suspiciousness  and  resentment  might  be 
prevented  from  spreading  in  the  communities.  The  princi- 
pal cause  of  duplication  is  the  employment  of  more  than 
one  field  worker  in  a  district,  either  at  the  same  time  or  in 
succession,  especially  the  latter.  As  stated  above,  some 
field  workers  feel  that  they  can  do  better  work  in  company 
with  another  ;  save  in  such  instances,  it  is  distinctly  an 
advantage  to  assign  a  district  to  a  field  worker  and  plan  to 
have  her  alone  finish  the  work  in  it  in  the  time  available. 
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SECTION  2.    PRESENTATION  OF  MATERIAL. 

Four  Groups  of  Subjects  Distinguished. 

In  the  course  of  the  Survey  1,592  mentally  abnormal 
cases  were  brought  to  light, — 170  in  the  intensive  districts 
and  1,422  in  the  county  at  large.  (The  last  number  is 
exclusive  of  the  cases  found  in  the  schools,  which  are  to  be 
treated  separately  in  Section  3.) 

Our  first  step  in  presenting  this  material  (which  we  call 
Group  4)  will  be  to  compare  it  statistically  with  three  other 
groups  of  subjects  also  investigated  by  us  in  accordance 
with  the  plan  already  outlined:  Group  1,  consisting  of 
4,129  cases  judged  to  be  "normal,"  found  in  the  districts 
selected  for  intensive  investigation,  and  not  known  to 
have  near  relatives  living  in  the  county  who  are  either 
"  abnormal"  or  "doubtful;  "  Group  2,  consisting  of  2,732 
cases  also  judged  to  be  "normal,"  some  of  them  found 
in  the  districts  selected  for  the  intensive  investigation  but 
most  of  them  found  in  the  county  at  large,  and  all  of  them 
known  to  be  the  near  relatives  of  persons  living  in  the 
county  who  have  been  judged  to  be  either  "abnormal"  or 
"doubtful;  "  Group  3,  consisting  of  583  cases  judged  to  be 
of  "doubtful"  normality. 

The  distribution  of  the  cases  in  these  groups  by  age  and 
by  sex  is  given  in  Table  1,  and,  expressed  in  percentages, 
in  Table  2.  These  tables,  it  will  be  noted,  exhibit  differ- 
ences between  the  four  groups  of  subjects,  which  are,  for 
the  most  part,  slight;  in  some  measure,  no  doubt,  attributa- 
ble to  chance,  owing  to  the  comparatively  small  total  amount 
of  the  material;  and  apparently  without  great  significance. 

The  age  distribution,  however,  of  Group  4,  constitutes  an 
exception.  In  this  group,  which  is  that  of  subjects  judged 
to  be  "  abnormal, "  the  relative  number  of  cases  10  years  of 
age  or  under  is  far  below  that  of  Group  1 — that  of  subjects 
judged  to  be  "normal "  and  not  known  to  have  near  rela- 
tives residing  in  the  county  who  are  either  1 '  abnormal ' 1  or 
of  "doubtful"  normality.  This  is  due  primarily  to  the 
circumstance  that  mental  abnormality  is  difficult,  often 
impossible,  to  recognize  in  such  young  subjects;  it  is  signifi- 
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cant  that  a  compensating  excess  in  the  relative  number  of 
cases  10  years  of  age  or  under  is  found  in  Group  2 — that  of 
subjects  judged  to  be  "normal"  but  known  to  be  the  near 
relatives  of  1 '  abnormal  "  or  "  doubtful ' '  subjects  residing 
in  the  county;  probably  many  of  these  will  eventually  pre- 
sent manifestations  of  mental  abnormality  which  may  show 
that  they  should  properly  be  included  in  Group  4  and  not 
in  Group  2.  Perhaps  some  few  of  the  young  subjects  in 
Group  1,  too,  will  eventually  prove  themselves  to  belong 
properly  in  Group  4,  tending  further  to  reduce  the  contrast 
in  age  distribution. 

There  is  another  factor  contributing  to  the  peculiar  age 
distribution  of  the  cases  in  Group  4;  the  causes  which  give 
rise  to  mental  disorders  and  those  which  force  them  out  of  a 
latent  into  a  manifest  state  accumulate  with  advancing  age; 
and  so  we  find  the  relative  number  of  cases  over  40  years  of 
age  in  Group  4  higher  than  that  in  any  of  the  other  groups. 

Nativity  and  Parentage. 

Table  3  gives  the  composition  of  the  general  population 
of  the  county  according  to  nativity,  parentage  and  race,  as 
given  in  the  U.S.  census  for  1910,  and,  in  a  similar  way, 
the  composition  of  the  ' '  abnormal ' '  population  included  in 
the  enumeration  of  the  Survey.  Since  the  last  U.S.  Census 
enumeration  there  have  been  great  changes  in  the  general 
population  of  the  county,  which  are  only  partly  indicated 
by  the  increase  from  83,930  in  1910  to  115,827  in  1915,  i.  e., 
at  the  time  of  the  New  York  State  Census  enumeration. 
Some  changes  in  the  relative  sizes  of  the  population  groups 
distinguished  according  to  nativity,  parentage  and  race, 
have  also,  no  doubt,  taken  place,  but  unfortunately  the  State 
Census  does  not  publish  the  statistics  pertinent  in  this  connec- 
tion. The  general  impression  gained  by  us  in  the  course  of 
the  Survey  is  that  a  considerable  relative  increase  has  taken 
place  since  1910  in  the  foreign-born  group  of  the  population 
of  the  county;  and  this  impression  is  to  some  extent  borne 
out  by  data  in  possession  of  some  local  authorities  in  the 
county,  notably  Rev.  E.  Fred  Eastman,  who  has  for  a  num- 
ber of  years  been  conducting  a  study  of  the  composition 
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and  changes  of  the  population  of  Locust  Valley,  a  com- 
munity in  many  respects  typical  of  the  county  as  a  whole. 
It  is  therefore  significant  that  the  foreign-born  constitute  a 
relatively  smaller  group  among  the  ' '  abnormal ' '  cases  than 
in  the  general  population  even  according  to  the  census  of 
1910,  especially  in  view  of  the  circumstance  that  the  foreign- 
born  part  of  the  general  population  in  this  count}^,  as  else- 
where, is  but  slightly  represented  in  the  lower  age  groups 
which  contain  mental  disorders  in  a  latent  state  to  become 
manifest  only  later  on. 

As  for  old  native  families,  it  is  probable  that  wherever  in 
this  country  old  settled  communities  live  in  a  rural  or  semi- 
rural  environment,  as  in  Nassau  county,  conditions  prevail 
which  tend  to  result  in  segregation  of  certain  contrasted 
mental  traits  in  branches  in  each  family;  many  of  the  more 
able  and  enterprising  members  of  families  are  attracted  to 
cultural  and  industrial  centers,  failing  to  find  full  scope  of 
opportunity  in  local  affairs;  those  who  remain  behind  thus 
include  a  larger  proportion  of  the  mentally  inferior  than  is 
characteristic  of  the  f amity  as  a  whole;  in  the  course  of 
generations  the  contrast  is  further  accentuated  by  the  inter- 
marriage of  more  or  less  inferior  members  of  different 
branches  of  the  same  family  or  by  the  union  of  members  of 
equally  inferior  branches  of  unrelated  families,  on  the  gen- 
eral principle  of  like  mating  with  like.  Thus  there  are 
probably  many  American  families  consisting,  like  the  now 
famous  "Kallikak"  family,  of  "good"  and  "bad" 
branches;  and  among  the  most  defective  old  native  families 
discovered  in  the  course  of  the  Survey  are  some  bearing 
names  which  are  also  borne  by  others  noted  for  culture  and 
achievement. 

Another  striking  showing  in  Table  3  is  that  of  the  enor- 
mous relative  excess  of  "abnormal"  cases  found  among 
the  negroes;  the  total  negro  population  of  the  county  is 
small,  however,  and  it  may  have  increased  more  than  is 
known  or  suspected  since  the  time  of  the  enumeration  in 
1910,  so  that  our  finding  could  hardly  be  considered  con- 
clusive; other  surveys  carried  out  in  places  where  larger 
numbers  of  negroes  reside,  preferably  in  the  north,  should 
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render  possible  a  definite  judgment  on  the  important 
question  of  relative  incidence  of  mental  disorders  in  the 
negro  race. 

Statistics  of  Education. 

The  four  main  groups  of  subjects,  as  distinguished  by  the 
Survey,  and  further  subdivided  according  to  nativity,  par- 
entage and  race  (i.e.,  whether  white  or  negro),  compare 
with  one  another  in  a  rather  significant  way  as  regards 
education,  as  shown  in  Tables  4  and  5.  In  the  columns 
under  "None"  are  included  cases  of  total  illiteracy  and 
those  in  which  ability  to  read  only  has  been  reported;  under 
"  C.  S."  are  included  cases  reported  to  be  able  to  read  and 
write  or  to  have  had  an  incomplete  or  complete  common 
school  education;  and  under  "Above"  are  included  cases 
of  partial  or  complete  business  school,  high  school,  collegiate 
or  professional  education. 

The  showing  as  regards  education  of  the  various  groups 
and  subdivisions,  represented  in  Tables  4  and  5,  indicates 
in  a  rather  striking  way  the  influence  of  two  factors:  an  ex- 
ternal factor  in  the  shape  of  educatioyial  opportunity  and  an 
internal  factor  in  the  shape  of  educability .  Thus,  the  for- 
eign-born white,  in  Group  1  make  a  poor  educational  show- 
ing obviously  attributable  in  the  main  to  lack  of  educational 
opportunity  and  not  to  low  degree  of  educability,  in  view  of 
the  fact  that  their  descendants,  the  "native  of  foreign  or 
mixed  parentage,"  are  able,  in  the  presence  of  good  edu- 
cational opportunity,  to  make  a  showing  approaching  that 
of  the  native  of  native  parentage.  Group  4,  on  the  other 
hand,  makes  a  uniformly  poor  educational  showing  in  all 
its  subdivisions,  even  that  of  the  "native  of  native  parent- 
age, "  i.  e.,  in  the  presence  of  good  educational  opportunity; 
here,  therefore,  the  poor  showing  is  largely  attributable  to 
low  degree  of  educability. 

It  goes  without  saying  that  in  all  statistical  groups  and 
subdivisions  both  factors  are  involved  in  variable  degrees. 
A  poor  educational  showing,  as  indicated  by  a  high  rela- 
tive number  of  illiterates  and  a  low  relative  number  of 
persons  with  education   above  that  of  common  school, 


Chart  1. 


PER  CENT  DISTRIBUTION  OF  FOUR  GROUPS  CLASSIFIED 
ACCORDING  TO  NATIVITY,  RACE  AND 
DEGREE  OF  EDUCATION  * 
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4  0.9                      5  9.1 

Group  1: 
Group 
Group  3: 

Normal,  with  no  abnormal  relatives. 
Normal,  with  abnormal  relatives. 
Doubtful.         Group  4:  Abnormal. 

No 

education 


Common 
school 


Above 

common  school 


Cases  under  11  years  of  age  or  in  which  a^e,  nativity,  parentage,  or  education  is  unas- 
I  airied  have  not  been  included  in  this  chart. 
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Table  6.    Four  Groups  of  Subjects  Compared  as  to  Earning 

Capacity. 


Average 
Weekly 
Earnings. 

Group  l. 

Group  2. 

Group  3. 

Group  4. 

No. 

Per 

No. 

Per 

No. 

Per 

No. 

Per 

Low  

8 
91 
564 
292 
19 

0.8 
9.3 
57.9 
30.0 
2.0 

12 
67 

298 
66 
6 

2.7 
14.9 
66.4 
14.7 

1.3 

31 
56 

7 

1 

10.4 
29.2 
52.9 
6.6 
0.9 

113 
112 
99 
17 
1 

33.0 
32.8 
28.9 
5.0 
0.3 

High  

Very  high .... 
Totals.... 

974 

100.0 

449 

100.0 

106 

100.0 

342 

100.0 

The  distinctions  between  Groups  1-4  are  as  in  Table  f 

Only  male  subjects  from  21  to  60  years  of  age  are  represented  in  this  table. 
Very  low=under  $7.00.    Low=$7.00  to  $10.00.    Moderate =S1 1.00  to  $20.00. 
High =$21. 00  to  $50.    Very  High  =  over  $50.00. 


occurring  in  the  figures  in  the  horizontal  columns  in  Tables 
4  and  5  must  be  assumed  to  be  attributable  to  low  degree  of 
educability,  educational  opportunity  being  presumably  con- 
stant, i.  e.,  in  a  statistical  sense.  Thus  we  find  a  poor 
showing  not  exclusively  in  Group  4,  but  also,  in  slighter 
degrees,  in  the  other  groups  which,  in  this  respect,  resemble 
Group  4,  this  resemblance  being  closest  in  the  case  of 
Group  3  and  least  marked  in  the  case  of  Group  1.  That 
there  is  a  correlation  between  low  degree  of  educability  and 
mental  abnormality  is  apparent  almost  at  a  glance  ;  it  may 
be  judged,  therefore,  that  the  poor  educational  showing,  as 
far  as  it  exists  in  the  figures  in  the  horizontal  columns  even 
outside  of  Group  4,  is  indirectly  to  some  extent  a  measure 
of  mental  abnormality  existing  in  these  groups  but  not  dis- 
covered in  the  course  of  the  investigation  of  individual  sub- 
jects owing  to  latency  from  the  standpoint  of  social  malad- 
justment, to  the  necessary  haste  with  resulting  lack  of 
thoroughness  in  the  work,  or  to  other  causes. 

For  some  reason,  which  it  would  be  difficult  to  determine 
fully,  the  amount  of  undiscovered  or  latent  abnormality 
apparently  varies  within  the  groups,  being  particularly 
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high  among  the  "native  of  native  parentage  "  in  Group  2 
in  contrast  with  the  ' 1  native  of  foreign  or  mixed  parentage 1 ' 
in  the  same  group. 

The  progress  of  educational  opportunity  of  the  past 
several  decades  is  reflected  in  the  almost  invariably  better 
showing  of  the  younger  as  compared  with  the  older  subjects 
in  every  group  and  subdivision. 

The  Thirteenth  U.  S.  Census  (1910)  statistics  of  illiteracy 
for  Nassau  County  are  as  follows:  native  white,  10  years 
old  and  over  1.1  per  cent;  foreign-born  white,  15.3  percent; 
negroes,  10.1  per  cent. 

Earning  Capacity. 

Table  6  gives  the  distribution  of  cases  in  the  four  main 
groups  according  to  earning  capacity.  The  correlation 
between  mental  abnormality  and  economic  disablement  is 
strikingly  shown  in  the  contrast  between  Group  4  and  the 
other  groups.  Equally  striking  is  the  increasing  resem- 
blance to  Group  4  of  Groups  1,  2  and  3,  in  the  order  named, 
in  respect  to  degree  of  economic  disablement  in  each  group 
as  indicating,  like  the  instances  of  poor  educational  show- 
ing, the  relative  amounts  of  latent  or  undiscovered  mental 
abnormality. 

Marital  Condition. 

Turning  now  to  Table  7,  which  gives  the  statistics  per- 
taining to  marital  condition,  we  find  again  peculiarities 
distinguishing  Group  4 — the  ' 1  abnormal ' '  group — from  the 
other  groups,  especially  from  Group  1.  These  peculiarities 
are  :  (l)  a  greater  tendency  to  remain  single,  especially 
marked  among  men,  so  that,  for  instance,  between  the  ages 
of  21  and  40,  58.5  per  cent  of  all  men  in  Group  4,  and  but 
27.1  per  cent  of  all  men  in  Group  1,  are  single;  and  (2)  a 
greater  tendency  to  be  divorced  or  separated  after  marriage, 
about  equally  marked  in  the  two  sexes;  so  that  of  all  sub- 
jects, male  and  female,  between  the  ages  of  21  and  60,  who 
have  married,  15.3  per  cent  in  Group  4,  and  but  1.7  per 
cent  in  Group  1,  are  either  divorced  or  separated.  Thus 
domestic  maladjustment  appears  as  an  important  group 
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symptom  of  mental  abnormality;  and  the  amount  of  it -in 
Groups  1,  2  and  3  is,  like  the  evidence  of  low  degree  of 
educability  and  of  economic  disablement,  an  indication  of 
the  amount  of  latent  or  undiscovered  abnormality. 

The  eugenic  significance  of  these  findings  pertaining  to 
the  marital  condition  of  ' '  abnormal ' '  as  compared  with 
"normal"  groups  of  subjects  is  sufficiently  obvious  and 
need  not  be  discussed  here.  It  does  not  appear  from  these 
findings  that  there  is  ground  for  apprehension  of  any 
increase  of  mental  disorders. 

Group  4,  Classified  on  a  Medical  Basis. 

We  may  now  attempt  a  more  detailed  analysis  of  Group 
4,  i.  e.,  the  group  of  subjects  judged  to  be  "abnormal." 
Table  8  presents  this  group  subdivided  according  to  our 
medical  classification,  giving  separately  the  cases  found  in 
the  intensive  districts  and  those  found  in  the  county  at 
large,  as  well  as  totals. 

The  significance  of  the  facts  exhibited  in  this  table 
becomes  apparent  when  we  take  into  consideration  the 
circumstance  that  for  cases  represented  by  some  of  the 
headings  in  the  medical  classification — particularly  re- 
coverable, recurrent,  chronic,  traumatic,  alcoholic,  and 
syphilitic  psychoses — the  State  has  excellent  institutional 
provision  in  the  State  hospitals;  while  for  the  others,  which 
constitute  more  than  three-fourths  of  the  total,  it  has  either 
deliberately  restricted  provision  in  the  State  hospitals — 
where,  for  instance,  only  "  insane  "  epileptics  and  imbeciles 
are  admitted  and  no  cases  of  cerebral  arteriosclerosis  or 
senile  dementia  which  might  be  designated  as  "dotards  " ; — 
or  inadequate  provision  in  the  institutions  for  epileptics 
and  the  feeble-minded  ;  or  improper  provision  in  alms- 
houses, in  the  institutions  of  the  penal  system,  etc.;  or  no 
provision  at  all. 

The  need  of  institutional  provision  for  a  given  case, 
especially  from  the  standpoint  of  the  State,  is  in  reality 
determined  not  by  its  medical  classification  nor  by  any 
other  academic  consideration,  but  rather  by  the  degree  of 
social  maladjustment  by  which  it  manifests  itself.  There 
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Table  9.    Sociological  Classification  of  Abnormal  Subjects. 


Sociological 

intensive 
Districts. 

In  County 
at  Large. 

Total. 

Xo. 

Per 
cent. 

No. 

Per 
cent. 

No. 

Per 
cent. 

Retardation  in  school  

n 

U.2 

150 

10.5 

169 

10.6 

Truancy,  unruliness,  etc. . . . 

3 

1.8 

17 

1.2 

20 

1.3 

Sex  immorality 

23 

13.5 

93 

6  5 

116 

7.3 

Criminal  tendency 

6 

3.5 

73 

5.1 

79 

5.0 

Vacancy 

2 

01 

2 

0.1 

Dependency 

31 

18.2 

249 

17.5 

280 

17.6 

Inebriety  

35 

20.6 

285 

20.1 

320 

20.1 

•* 

1 

0.6 

3 

0.2 

4 

0.3 

Domestic  maladjustment.. .  . 

3 

1.8 

11 

0.8 

14 

0.9 

9 

53 

48 

3.4 

57 

3.6 

Other  groups  

15 

8.8 

o5o 

24.9 

368 

23.0 

Xo  maladjustment  

25 

14.7 

138 

97 

163 

10.2 

Total  . . .  

170 

100.0 

1,422 

100.0 

1.592 

100.0 

are,  for  instance,  undoubtedly  cases  of  sex  immorality, 
criminal  tendency,  vagrancy,  dependency,  or  inebriety 
occurring  on  a  basis  of  constitutional  mental  abnormality 
and  yet  not  to  be  counted  as  ''insane  "  within  the  restricted 
meaning  of  the  statutes.  What  difference  does  it  make  to 
the  State,  in  connection  with  the  question  of  providing 
institutional  care,  whether,  say,  a  prostitute  who  is  daily 
spreading  venereal  infection  is  to  be  academically  classi- 
fied as  a  chronic  or  deteriorating  psychosis  or  as  a  case  of 
arrested  development  without  "insanity,"  or  whether  even 
her  case  must  be  set  aside  as  academically  "unclassified"? 
The  necessity  of  bringing  the  case  under  control  is  obvious 
under  all  conditions;  the  only  question  is  whether  institu- 
tional care  is  the  thing  needed  as  the  most  beneficial  and 
effective  measure  for  the  case  under  consideration  or  whether 
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some  other  form  of  control  and  treatment  would  suffice; 
and  this  question  has  surely  very  little,  if  anything,  to  do 
with  the  academic  classification  of  the  case. 

In  the  last  column  in  Table  8  are  given  figures  intended 
to  convey  some  idea  of  the  prevalence  of  each  variety  of 
mental  disorder  distinguished  in  the  classification.  It  must 
be  borne  in  mind  in  this  connection  that  the  number  of 
cases  of  any  psychosis  per  100,000  of  general  population  is 
far  from  a  perfect  indication  of  its  prevalence.  In  the  first 
place,  in  such  calculations,  proper  consideration  must  be 
given  to  age  and  sex  distribution.  Unfortunately,  the 
published  data  of  the  State  census  are  not  sufficiently  de- 
tailed to  make  this  possible.  In  the  second  place,  the 
average  course  and  duration  of  a  given  variety  of  psychosis 
will,  naturally,  influence  the  relative  frequency  with  which 
it  may  be  found  in  the  course  of  an  enumeration  undertaken 
at  any  time.  For  instance,  the  relatively  brief  duration 
and  generally  fatal  termination  of  syphilitic  psychoses, 
cerebral  arteriosclerosis,  and  senile  psychoses  will,  in  spite 
of  their  frequent  incidence,  tend  to  keep  their  representa- 
tion low  in  such  statistics  as  those  of  Table  8. 

Group  4,  Classified  on  a  Sociological  Basis. 

Table  9  gives  the  "  abnormal  "  cases  included  in  the  enu- 
meration distinguished  according  to  our  sociological 
classification.  In  discounting  somewhat,  as  we  have  done 
above,  the  practical  import  of  the  medical  classification  in  re- 
lation to  the  question  of  institutional  care,  it  is  not  our  object 
to  imply  that  the  distinctions  made  in  the  sociological  classifi- 
cation are  in  this  connection  of  greater  value;  the  headings 
of  this  classification  by  no  means  represent  specific  entities, 
even  from  the  sociological  point  of  view;  a  case  of  mental 
disorder  may  at  one  time  manifest  itself  by  dependency,  at 
another  by  domestic  maladjustment,  at  still  another  by 
criminal  tendency,  etc.,  or  it  may  manifest  itself  by  several 
forms  of  social  maladjustment  at  the  same  time;  the  latter 
was  so  often  the  case  that  it  was  found  advisable  to  enter 
in  each  case  a  primary  item  of  sociological  classification 
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and,  if  required,  one  or  more  secondary  ones.  In  connec- 
tion with  the  question  of  institutional  care  and  some  other 
practical  questions  the  issues  of  importance  are,  Is  there,  in 
general,  marked  social  maladjustment  in  the  case  under  con- 
sideration? If  so,  is  it  largely  attributable  to  mental  ab- 
normality? If  so,  can  that  mental  abnormality  be  most 
satisfactorily  treated  and  its  antisocial  manifestations  best 
controlled  under  an  institutional  regime  or  otherwise  ? 

In  Table  10  the  material,  still  arranged  according  to  the 
sociological  classification,  is  presented  as  further  distin- 
guished according  to  sex  and  age.  It  is  clear  from  the 
figures  in  this  table  that  sex  and  age  determine  to  a  certain 
extent  the  particular  variety  of  social  maladjustment  that  a 
case  of  mental  abnormality  may  present.  Thus,  the  male 
sex  is  characterized  by  a  much  higher  relative  frequency 
of  truancy,  unruliness,  criminal  tendency,  and  inebriety, 
which  is  partly  made  up  by  the  greater  frequency  of  sex 
immorality  in  the  female  sex;  we  hasten  to  explain  that 
our  figures  must  not  be  read  to  imply  that  sex  immorality 
is  really  so  vastly  more  common  in  the  female  sex  than  in 
the  male,  the  exact  opposite  being  probably  closer  to  the 
truth;  it  will  be  recalled  that  we  counted  as  "sex  im- 
morality "  cases  in  which  the  immorality  was  such  as  to  be 
of  grave  sociological  import,  and  it  is  merely  the  much 
more  serious  natural  consequences  of  female  sex  immorality 
that  has  resulted  in  the  striking  showing  of  our  statistics. 

It  will  also  be  noted  that  "no  maladjustment  "  is  more 
common  among  the  "abnormal"  cases  of  the  female  sex. 
Perhaps  this  is  due,  like  some  of  the  other  peculiarities  in 
the  statistics  for  this  sex,  partly  to  a  relative  natural  docility 
or  passivity  in  the  female  mental  make-up,  and  partly  to 
the  less  exacting  demands  on  adjustment  arising  in  female 
spheres  of  activity. 

As  regards  correlation  with  age,  the  table  shows  only 
what  one  would  expect  :  retardation  in  school,  truancy, 
unruliness,  etc.,  practically  limited  to  the  ages  under  20; 
nearly  half  of  all  cases  of  sex  immorality  found  between 
the  ages  of  21  and  40;  more  than  half  of  all  cases  of 
inebriety  found  at  ages  over  40. 
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It  has  already  been  indicated  that  the  social  maladjust- 
ment of  a  given  case  is  not  always  to  be  fully  expressed  by 
a  single  term  from  amongst  those  employed  in  our  classifi- 
cation ;  thus  Tables  9  and  10  present  only  the  primary, 
i.  e.,  more  basic  items  of  maladjustment.  The  full  scope 
of  maladjustment  resulting  from  mental  abnormality,  as 
noted  in  the  course  of  the  Survey,  is  better  indicated 
by  adding  the  primary  and  the  secondary  items,  as  in  Table 
11  ;  the  totals  here  represent  not  cases,  but  counts  of  mal- 
adjustment, which  are,  of  course,  more  numerous  than 
cases,  as  there  may  be  two  or  more  in  a  given  case. 

It  should  be  noted  that,  as  the  method  of  investigation 
employed  was  not  equally  efficient  in  bringing  to  light  in- 
stances of  the  different  varieties  of  maladjustment,  undoubt- 
edly it  resulted  in  overlooking  instances  of  some  varieties 
much  more  often  than  others.  It  is  felt  particularly  that  in 
the  statistics  given  in  Table  11  the  frequency  of  "vagrancy," 
"drug  habits,"  and  "medical  cases"  is  greatly  under- 
stated. The  vagrants,  for  the  most  part,  could  not  be  found 
either  by  a  house  to  house  canvass,  (being  homeless),  or 
with  the  aid  of  the  police  (who  get  them  "  on  the  wing"), 
or  in  any-  other  way  available  to  us,  except  by  coming 
across  them  accidentally,  perhaps  in  jail  if  they  happened 
to  be  serving  a  term  there  during  the  four  months  of  the 
field  work.  As  for  "drug  habits  "  and  "medical  cases  " 
data  have  often  been  withheld  from  us  owing  to  sensitive- 
ness or  reticence  of  informants,  fear  of  prosecution  for  ille- 
gal ways  of  obtaining  or  distributing  habit  forming  drugs, 
professional  etiquette  of  physicians,  etc. 

"Disorders  of  Uncertain  Nature  or  Etiology." 

• 

Perhaps  before  proceeding  with  the  further  analysis  of 
the  material  it  would  be  well  to  examine  more  minutely  the 
"  disorders  of  uncertain  nature  or  etiology,"  represented  in 
the  medical  classification,  and  those  included  under  the 
heading  of  1 '  other  groups  ' '  in  the  sociological  classification. 

The  cases  of  1 1  disorders  of  uncertain  nature  or  etiology ' ' 
have  been  in  some  few  instances  placed  in  that  group  owing 
to  the  data  available  to  us  being  insufficient  for  a  more 
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Table  11.    Primary  and  Secondary  Items  of  Social 
Maladjustment  oe  Abnormal  Subjects. 


Intensive 
Districts. 

In  County 
at  Large. 

Sociological  Classification. 

>. 

>> 

>> 

e3 

Total. 

u 

•d 

u 

Primi 
Item. 

Secor 
Item. 

Prim; 
Item. 

Secor 
Item. 

1  Q 

i 
o 

loU 

185 

O 

2 

17 

29 

51 

23 

27 

93 

89 

232 

6 

10 

73 

90 

179 

2 

18 

20 

31 

16 

249 

177 

473 

35 

13 

285 

57 

390 

1 

6 

3 

2 

12 

3 

16 

11 

107 

137 

9 

48 

7 

64 

15 

1 

353 

19 

388 

25 

138 

163 

Total  

170 

94 

1,422 

608 

2,294 

"Secondary  item  "  here  includes  any  item  in  the  sociological  class- 
ification of  a  given  case  other  than  the  first  or  "primary  item  ";  i.  e., 
there  may  be  one  or  more  secondary  items  in  a  given  case. 


definite  classification,  though  sufficient  to  establish  mental 
abnormality  in  general ;  in  other  instances  it  was  owing  to 
inherent  difficulties  of  diagnosis,  the  cases  having  been  well 
studied  and,  not  infrequently,  for  years  under  competent 
observation  in  State  hospitals;  but  in  the  majority  of  in- 
stances cases  have  been  placed  in  that  group  for  the  reason 
that  current  psychiatric  classifications  fail  to  make  provis- 
ion for  them,  except,  perhaps,  under  such  ill-defined 
captions   as  "psychopathic  personality,"   "moral  imbe- 
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cility,"  "constitutional  inferiority,"  etc.  Having  deliber- 
ately started  out  to  find  cases  of  social  maladjustment 
attributable  to  mental  abnormality  of  whatever  nature  or 
origin  we  soon  found  it  necessary  to  take  cognizance  of 
abnormalities  not  included  in  the  current  legal  or  academic 
conceptions  of  "  insanity  "  or  11  feeble-mindedness."  Thus, 
of  the  492  cases  under  consideration  236  were  cases  of  ine- 
briety, 46  of  dependency,  43  of  sex  immorality,  and  58  of 
criminal  tendency — to  mention  only  the  primary  or  basic 
item  of  maladjustment  in  each  case — which  constituted  a 
mass  of  psychiatric  material  requiring  consideration  as 
urgently  as  any  group  of  "  insane  "  or  "  feeble-minded  ' ' 
cases  and  therefore,  it  seemed  to  us,  properly  to  be  included 
in  our  enumeration. 

In  speaking  of  such  cases  as  being  mentally  "abnormal" 
it  is  not  necessarily  implied  that  the  abnormality  is  wholly 
of  a  constitutional  or  inborn  nature,  although  it  seems 
highly  probable  that  the  constitutional  factors  are  of  great 
importance  here;  it  is  implied  only  that  the  observed  pro- 
duct is  abnormal,  and,  by  our  definitions,  abnormal  in  such 
a  degree  and  in  such  a  way  as  to  cause  serious  trouble. 

The  nature  of  the  mental  abnormalities  found  in  such 
cases  is  elusive  and  difficult  to  describe  otherwise  than  in 
terms  of  the  social  maladjustment  itself  which  brings  them 
to  attention.  Rather  than  attempt  to  formulate  general 
descriptions  of  them  we  offer  here  clinical  histories  of  some 
few  as  being  fairly  typical  of  the  respective  varieties  which 
they  represent. 

The  first  case  is  one  of  Inebriety,  according  to  our  socio- 
logical classification.    Survey  Case  No.  1918. 

Male,  age  45,  born  in  Brooklyn,  of  Irish  parentage.  Mother  had 
been  for  years  a  heavy  drinker,  especially  in  sprees.  Subject  stated  : 
"In  1894  she  went  on  one  of  these  awful  sprees,  abused  my  wife 
terribly  and  I  had  to  send  her  to  the  House  of  the  Good  Shepherd;  I 
paid  for  her.  She  was  there  one  year  according  to  the  arrangement 
that  I  had  made  through  our  parish  priest.  Six  or  seven  months 
after  she  returned  from  there  she  was  visiting  some  friends  and  began 
to  drink  again.  It  wasn't  so  very  bad  until  1908  when  again  she  went 
on  a  very  bad  spell.  It  was  then  arranged  to  place  her  in  the  Home 
of  the  Little  Sisters  of  the  Poor,  where  she  died  a  year  later  at  the 

April— 1917— e 
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age  of  64."  One  maternal  aunt  and  three  maternal  cousins — two 
male,  one  female — were  also  extremely  intemperate,  "hopeless  inebri- 
ates, had  to  be  put  away." 

Subject  had  a  common  school  education,  did  well  in  his  studies. 
Went  to  work  at  14,  on  the  death  of  his  father,  as  errand  boy  for  the 
Bishop  at  Garden  City,  later,  at  about  18,  becoming  valet  and  butler; 
thus  he  had  access  to  the  wines,  etc.,  and  began  secretly  helping 
himself:  "That's  not  considered  stealing;  that's  always  a  butler's 
privilege."  Gradually  the  drinking  became  more  or  less  immoder- 
ate; he  would  be  "  often  under  the  influence,  but  not  downright  in- 
toxicated. ' '  Married  in  1894,  at  the  age  of  23,  gave  up  his  position 
in  the  Bishop's  household,  but  later  went  back  and  remained  until  the 
Bishop  died  in  1901.  All  this  time  he  was  drinking  "  moderately  " 
i.  eM  not  enough  to  interfere  with  his  work;  if  he  was  under  the 
influence  it  would  be  only  occasionally  in  the  evening  or  at  other 
times  when  it  did  not  interfere  with  business.  "On  a  few  occasions 
I  did  take  a  day  off  on  the  plea  that  I  was  ill;  but  it  was  due  to  drink, 
and  I  have  an  idea  the  Bishop  knew  what  it  was. ' '  His  wife  frequently 
protested  against  his  drinking  to  excess;  did  not  object  to  his  drink- 
ing moderately  in  his  own  home,  but  did  not  want  him  to  go  to  the 
saloons  and  associate  with  "boon  companions."  After  the  Bishop 
died  he  went  to  St.  Paul's  School  to  do  clerical  work  at  $40  a  month, 
which  position  he  held  for  about  two  years.  During  that  time  he 
went  on  a  spree  three  times.  "Dr.  G.,  the  head  master,  liked  me, 
and  overlooked  it;  of  course,  I  never  showed  myself  before  the  pupils; 
I  simply  absented  myself  until  I  was  all  right  again.  Finally  I  went 
on  another  spree,  and  I  didn't  show  up  at  all  for  three  weeks,  not 
even  to  get  my  money;  I  was  ashamed  of  myself.  Then  I  went  to 
work  in  the  Garden  City  Hotel  and  in  a  hotel  in  Maine  which  the 
same  owner  was  running;  did  not  taste  a  drop  all  season  in  Maine, 
and  came  back  to  the  Garden  City  Hotel  in  October;  that  was  in  1903. 
In  November  I  had  a  private  banquet  to  serve  ;  champagne  flowed 
freely,  and  1  got  going  and  lost  the  job."  He  had  two  or  three  other 
positions  during  the  following  year  and  in  the  latter  part  of  1904 
went  to  work  for  the  Garden  City  Company,  a  real  estate  developing 
company,  first  as  driver  of  a  delivery  wagon  for  their  storehouse, 
later  as  storekeeper  at  $60  and  eventually  $80  per  month.  He 
remained  with  this  company  for  five  years. 

A  short  time  after  going  to  work  for  the  Garden  City  Company, 
"for  my  own  welfare  and  at  the  earnest  solicitations  of  my  wife — by 
the  way,  an  excellent,  splendid  woman — I  pledged  myself  to  abstain 
from  liquor  for  a  period  of  one  year.  I  kept  that  pledge  for  eighteen 
months,  not  even  entering  a  saloon  or  a  hotel.  Of  course,  it  was  a 
struggle;  it  was  a  hard  fight  at  first;  but  after  that  I  forgot  all  about 
it;  of  course,  I  kept  out  of  temptation  by  refraining  from  going  into 
saloons  or  hotels.  I  distinctly  remember  what  caused  me  to  flop.  It 
isn't  a  cowardly  thing  to  say;  I  am  not  placing  the  blame  on  my  wife. 
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I  was  playing  billiards  one  evening,  I  remember  distinctly,  and  I 
remember  they  had  hard  cider  in  the  little  club  where  they  had  soft 
drinks,  cigars,  etc.,  and  that  appealed  to  me  very  much.  At  any  rate, 
I  drank  so  much  of  it  that  on  my  return  home  it  had  affected  me  just 
the  same  as  so  much  drink.  My  wife,  of  course,  accused  me  of  having 
been  drinking.  Angry  words  passed;  I  denied  it,  because  I  had  drunk 
neither  liquor  nor  beer.  I  realized  I  was  under  the  influence;  I  was 
exhilarated;  but.  you  know,  a  man  will  lie  to  his  wile,  deliberately 
lie,  in  order  to  spare  her  feelings.  I  knew  it  would  break  her  heart, 
and  I  denied  that  I  had  been  drinking  anything  harder  than  cider  ; 
she  didn't  know  that  cider  was  an  intoxicant ;  she  insisted  I  had  been 
drinking  liquor.  Well,  we  had  these  angry  words,  and  the  very  next 
day  angry  words  and  disagreements  still  continued,  and  I  said,  '  Well, 
if  I've  got  the  name.  I  may  as  well  have  the  game.'  I  started  drink- 
ing again;  not  to  excess,  but  I  was  drinking  just  the  same.  I  held 
my  position  by  drinking  quietly  and  managed  to  do  my  work.  Here 
was  a  funny  thing.  I  was  under  the  impression  that  no  one  noticed 
my  drinking;  I  thought  that  I  was  effectually  concealing  it,  but  my 
employer  had  noticed  it  in  the  way  I  did  my  work." 

In  the  latter  part  of  1908  subject  one  day  went  to  the  city,  taking 
with  him  $47.50,  i.  e. .  his  month's  wages  less  the  house  rent,  got 
drunk,  and  had  his  pocket  picked.  All  that  night  he  spent  in  a  sub- 
way train,  riding  up  and  down,  and  on  the  next  morning,  sobered  up, 
he  came  home.  His  wife,  upon  his  arrival  without  his  wages,  raised 
a  row;  his  version  of  what  she  said  is  as  follows  :  "I  will  go  to  Mr. 
H.  (his  manager)  and  undeceive  him,  tell  him  you  are  not  attending 
to  your  work  properly,  and  that  if  he  knew  how  you  were  acting  and 
what  you  had  done  he  would  dismiss  you;  I  will  go  to  him  and  open  his 
eyes,  and  if  you  do  not  consent  to  it  yourself  I  will  ask  him  to  give 
me  your  wages,  as  you  can  not  be  trusted  with  them."  His  wife,  he 
maintains,  was  not  without  funds;  ''yet  I  did  not  blame  her,  in  a 
way."  He  went  himself  to  Mr.  H.  and  assigned  his  wages  to  his 
wife,  who  thereafter  received  the  checks.  He,  however,  continued 
drinking,  in  spite  of  repeated  warnings  from  his  employer,  and  finally 
in  October,  1909,  was  asked  for  his  resignation.  "After  I  lost  that 
position  affairs  at  home  became  unbearable;  my  wife  was  upbraiding 
me  all  the  time.  Of  course,  her  nervous  system  was  a  wreck  from  the 
way  I  had  been  going  on  all  that  length  of  time  ;  and  because  I  con- 
tinued to  drink  she  was  advised  by  her  friends — as  we  had  no  child- 
ren— to  leave  me,  which  she  did  on  December  16,  1909.  This  had 
the  effect  of  my  getting  still  worse  instead  of  pulling  myself  together. 
She  only  took  her  personal  belongings  wiih  her.  I  remained  in  the 
house  in  the  hope  that  she  might  think  things  over  and  come  back. 
I  wrote  to  her  repeatedly  and  tried  to  see  her,  but  she  never  answered 
and  I  have  never  been  able  to  see  her  since."  On  New  Year's  eve, 
1909-1910,  he  was  in  the  city  and  following  a  "celebration"  was 
arrested  up-town,  but  was  discharged  in  the  morning;  this  was  his 
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first  arrest.  He  stopped  drinking  to  excess,  secluded  himself  in  the 
house  and  brooded.  About  a  month  later  he  went  to  his  last  em- 
ployer, Mr.  H.  of  the  Garden  City  Company,  who  told  him,  "The 
only  thing  I  could  give  you  is  a  job  like  one  of  them  guineas  or 
polaks  has,  with  a  pick  and  spade;  if  they  lose  a  day  they  lose  their 
time;  as  long  as  they  don't  do  it  too  often,  nobody  cares."  He 
accepted  it  at  $1.65  per  day.  "They  were  very  good  to  me;  I  got 
light  work;  occasionally  T  had  to  use  a  spade  or  a  shovel,  but  rarely. " 
He  held  this  position  until  December  1,  1910,  "  drinking  quietly, 
but  not  to  excess;  of  course,  Saturday  nights,  when  we  got  paid,  I 
would  have  my  lapses,  but  not  serious  ones."  Then  through  a  friend 
he  secured  a  position  as  rodman  and  chainman  with  the  Long  Island 
Railroad  Company  at  $50  a  month  and  a  railroad  pass;  this  position  he 
held  until  April,  1912.  "  After  getting  a  couple  of  warnings  I  lost  my 
job  again  on  account  of  drink.  A  certain  piece  of  work  had  to  be 
done  at  a  certain  time,  but  I  was  not  in  condition  to  appear,  so  I  had 
to  be  discharged."  After  that  he  did  odd  jobs,  such  as  mowing 
lawns,  beating  rugs,  washing  windows,  etc.,  in  private  houses  around 
Garden  City  until  the  spring  of  1913.  In  the  latter  part  of  March, 
1913,  he  was  arrested  for  being  drunk  and  disorderly  and  was  sent  to 
jail  at  his  own  request  for  ten  days  to  straighten  up.  "  The  judge 
probably  would  have  suspended  sentence  and  given  me  a  lecture;  he 
knew  me  since  I  was  a  boy  and  this  was  the  first  time  I  got  myself 
arrested."  (Really  the  second  time,  but  the  first  time  in  Nassau 
County.)  "When  I  came  out  I  got  a  job  on  the  polo  field  of  the 
Meadowbrook  Club,  at  $1.75  a  day,  using  a  lawn  mower,  rake,  keep- 
ing score  for  practice  games,  etc.;  light  work;  drinking  right  along." 

"At  the  end  of  the  polo  season,  in  October,  1913,  I  was  left  without 
work  and  pretty  soon  the  little  money  I  had  saved,  about  $14,  was 
gone.  Through  the  kindness  of  a  friend  1  slept  a  couple  of  nights  in 
a  garage;  then  it  came  to  me  like  a  flash;  I  had  been  voting  for  Over- 
seer of  the  Poor  for  years  and  never  knew  what  his  office  meant;  now  I 
thought  I  could  go  to  him;  so  I  went  to  George  II  ...  at  Floral  Park 
and  he  got  me  into  the  Poor  Farm  (Almshouse)  at  Uniondale;  stayed 
there  from  right  after  election,  1913,  until  the  fall  of  1914,  working  in 
the  kitchen;  every  now  and  then  I  would  go  to  Hempstead,  meet  my 
friends  and,  although  I  had  no  money,  would  be  treated  to  a  drink  or 
a  few  drinks,  and  a  couple  of  times  even  got  enough  to  be  intoxicated. 
I  had  promises  of  jobs  from  people  I  knew,  but  nothing  came  ol  it. 
I  had  to  come  down  to  laboring  work  at  anything  I  could  get  to  do. 
Although  always  having  had  the  reputation  among  my  friends  lor 
absolute  honesty  and  ability,  I  gradually  lost  them  all  through  this 
one  cause.  If  they  were  able  to  place  me  in  a  good  position,  they 
were  always  afraid  that  I  would  go  on  one  of  these  three  or  four  day 
sprees  and  let  everything  go  to  pieces.  In  October,  1 VI  I,  I  beard 
there  was  a  new  polo  field  to  be  built  I  knew  it  was  going  to  he 
spade  and  shovel  work,  but  I  said  to  myself,  '  Here  is  an  opportunity  '; 
so  I  went  and  applied  for  a  job  and  I  got  it  ;  $2  a  day.    This  job  lasted 
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until  Christmas;  then  I  was  up  against  it  again,  so  I  went  back  to  the 
Poor  Farm. ' ' 

In  July,  1915,  he  was  arrested  for  the  third  time  (second  time  in 
Nassau  County);  he  had  overstayed  a  leave  of  absence  from  the  Poor 
Farm  and  had  been  drinking;  as  there  were  extenuating  circumstances 
he  got  only  three  days  in  jail,  after  which  he  returned  to  the  Poor 
Farm,  remaining  there  until  April,  1916.  "  It's  a  good  place  for  old 
men  who  are  not  able  to  work;  but  for  a  man,  like  myself,  in  average 
health  it  is  hardly  the  place;  only,  you  might  say,  it's  a  sanitarium 
for  such  a  case  as  mine.  I  worked  there  continually  in  the  kitchen 
from  6.30  in  the  morning  to  6.30  at  night,  Sundays  included;  I  did 
most  of  the  cooking. "  Shortly  before  he  left  the  almshouse,  in  the 
spring  of  1916,  again  while  on  a  leave  of  absence,  he  was  arrested  for 
the  fourth  time,  as  he  had  been  drinking  and  got  into  a  fight  with  a 
bartender;  as  the  fault  was  not  wholly  his,  the  judge  suspended 
sentence. 

"  In  April,  19L6,  I  came  out  of  the  Poor  Farm  and  went  back  to 
work  on  the  polo  field  at  Meadowbrook  at  S2.25  a  day.  In  the  latter 
part  of  July  another  man,  unfortunate  like  myself,  and  I  went  on  a 
spree,  and  I  lost  my  polo  field  job.  Then  I  went  to  Meadowbrook 
Inn  and  made  an  arrangement  to  live  there  and  work  simply  for  my 
board  until  something  turned  up,  and  stayed  there  until  Wednesday 
morning,  October  4." 

"On  that  morning  I  went  to  Hempstead;  had  a  few  drinks  during 
the  day;  in  the  evening  met  a  couple  of  friends;  they  had  money. 
We  made  quite  a  night  of  it.  The  last  thing  I  remember  is  drinking 
with  those  fellows;  I  don 't  know  whether  I  refused  to  go  back  to  the 
hotel  with  them  or  how  it  was;  I  fell  asleep  on  the  curbstone  and 
was  arrested  (fifth  time)  ;  I  know,  because  I  was  told,  but  I  don't 
recollect  the  first  thing  about  it.  The  next  thing  I  remember  is  find- 
ing myself  in  the  town  hall,  wanting  a  drink  of  water  the  worst  way. 
I  was  then  sentenced  to  jail  for  thirty  days.  I  practically  asked  the 
judge  to  send  me  up,  because  I  knew  I  was  in  a  nervous  condition 
and  needed  to  go  to  a  place  to  straighten  up. " 

"That's  about  all;  you  see  the  result  here  (in  jail).  But  I  have 
strong  hopes  now,  when  I  go  out  of  here  on  the  third  of  November, 
though  I  haven't  any  prospects,  I'll  make  the  stiff  est  fight  of  my  life  to 
avoid  liquor;  and,  although  I  am  near  46  years  old,  by  avoiding  liquor 
I  hope  at  least  to  gain  employment,  regain  some  of  my  lost  friends, 
and  at  least  some  of  my  self-respect.  That's  all  ;  only  here  is  a 
peculiar  thing;  as  I  am  here  now,  I  haven't  the  least  desire  for  it. 
As  you  are  a  physician,  I  would  ask  you  to  explain  one  thing.  How 
is  it  that  at  times,  when  I  feel  cold  or  something,  I  can  take  a  drink 
or  two  of  beer  or  whiskey  and  then  leave  it  alone;  but  periodically, 
all  of  a  sudden,  I  go  on  one  of  these  sprees  without  any  cause?" 

"I  should  think,  instead  of  sending  a  man  that's  addicted  to  drink, 
to  jail,  especially  a  man  who  bears  a  good  reputation  outside  the  drink 
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question,  the  State  should  provide  some  sort  of  an  institution,  call  it 
an  inebriate  sanitarium  or  something  like  that,  where  a  justice  of  the 
peace  could  commit  him;  and,  of  course,  as  I  said,  I  think  this  drink 
habit  is  a  disease;  I  believe  it  is  inherited,  just  the  same  as  tubercu- 
losis. If  that  man's  people  are  in  a  position  to  pay  for  his  treatment, 
then,  of  course,  they  would  have  to  pay.  You  see,  for  the  well-to-do 
there  are  private  sanitariums,  but  for  the  workingman  there  is  no 
place  except  jail.  The  objection  to  the  jail,  you  know,  is  not  the 
treatment  you  receive;  for  instance,  here  (Mineola  Jail)  you  get  excel- 
lent treatment — that  is,  for  a  jail.  It  is  the  stigma  attached  to  that 
one  word  'jail.'  People,  unfortunately,  are  not  charitable  enough  to 
distinguish  between  a  man  sentenced  for  intoxication  and  a  common 
thief.  So,  of  course,  when  you  go  out,  the  fact  that  you  have  been  in 
jail  practically  puts  you  in  the  same  class  with  the  thief  to  people  out- 
side. Of  course,  that  hurts  your  chances  of  getting  employment.  If 
the  relatives  are  not  able  to  pay  for  the  maintenance  of  a  man  com- 
mitted to  a  State  sanitarium,  he  should  be  given  employment,  and,  he 
should  be  paid  something,  however  little,  for  his  labor;  and  the  dif- 
ference between  what  it  costs  the  State  to  feed  him  and  house  him  and 
what  he  might  earn  could  go  towards  the  support  of  his  family.  That 
is  my  theory. ' ' 

Subject  was  then  asked  about  his  plans  for  the  future;  his  jail  sen- 
tence was  to  expire  on  November  3,  i.  e. ,  about  three  weeks  from  the 
time  of  the  interview  when  this  account  was  obtained  from  him.  ' '  You 
see,  the  future  looks  pretty  black !  (Tears  and  quivering  face  and 
voice.)  I  have  no  money,  not  even  the  price  of  a  paper  of  tobacco. 
My  purpose  is — if  I  can  only  be  strong  enough  to  adhere  to  it — the 
first  and  most  important  of  all,  to  absolutely  quit  drinking.  I  don't 
feel  the  need  of  it,  I  have  no  appetite  for  it,  as  I  am  just  now.  If  I 
was  assured  of  employment  when  I  leave  here,  I  don't  think  the  fight 
would  be  as  hard;  and  as  far  as  I  can  see,  if  I  can  only  get  some  of  my 
former  friends  to  secure  me  employment  of  any  kind,  even  though 
just  enough  to  exist  on  for  the  present,  say,  until  the  spring;  then,  if 
I  could  prove  to  my  friends  by  that  time  that  I  had  abstained,  say,  for 
six  months,  I  have  no  doubt  there  would  be  a  better  opening  for  me; 
if  not  here  locally,  probably  somewhere  else.  That's  all  I  can  see  be- 
fore me.  Francis  H  .  .  .  (Overseer  of  the  Poor)  was  in  here  the  other 
day;  he  said  he  would  be  in  again  before  my  time  was  up.  I  asked 
him  for  any  job  at  all,  only  not  around  a  saloon;  else  there  is  no  place 
to  go,  only  to  go  back  to  the  Poor  Farm  for  the  winter.  I  would  like 
to  have  the  satisfaction  of  having  people  say:    'There  goes  Jimmie 

C  ,  he  was  locked  up  in  jail  for  being  a  souse,  but  he  quit  it  when 

no  one  believed  he  could,  and  he  is  doing  well  now.'  If  my  wife  had 
an  atom  of  the  old  feeling  for  me,  when  I  first  went  to  the  Poor  Farm 
at  least  she  would  have  written  a  few  comforting  lines  to  me;  perhaps 
on  some  anniversary  when  I  did  not  fail  to  think  of  her." 

Arrangements  were  made  for  a  priest  to  give  the  subject  the  pledge 
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of  abstinence  again  and  a  position  was  secured  for  him  as  attendant 
in  a  private  sanitarium;  he  was  to  work  only  for  his  board  during 
the  month  of  November,  and  if  his  services  proved  satisfactory  and 
if  he  did  not  start  drinking  again  he  would  be  placed  upon  the  pay 
roll  from  the  1st  of  December.  The  following  letter,  under  date  of 
November  23,  was  received  from  him  later. 

"My  dear  Doctor: 

"  Please  do  not  think  me  negligent  in  not  writing  you  before  this. 
I  have  been  waiting  to  see  what  success  I  might  have  in  my  new  sur- 
roundings and  I  naturally  wanted  to  be  able  to  send  you  a  good  report. 
On  my  arrival  here  on  the  3d,  I  stepped  right  into  harness,  you  might 
say,  under  the  direction  of  a  man  who  has  been  here  two  or  more 
years.  Monday,  the  6th,  I  was  transferred  to  a  building  called  Annex 
East,  where  there  are  36  patients,  epileptic,  etc.  I  have  been  here 
since  then.  Two  attendants  who  were  in  this  building  have  gone  and 
last  Saturday,  on  the  arrival  of  a  new  man,  the  doctor  placed  me  in 
charge.  He  was  good  enough  to  commend  my  work  and  trusted  he 
would  have  no  occasion  to  change  his  opinion.  There  are  two  of  us 
in  my  section;  hours  of  duty  6  a.  m.  to  7  p.  m.  I  have  a  comfortable 
room  in  the  building,  steam  heat,  electric  light  and  bath.  While  the 
work  at  times  is  not  very  agreeable,  on  account  of  the  class  of  patients, 
I  have  become  accustomed  to  it,  and  am  quite  happy  and  well.  Of 
course,  there  are  minor  difficulties  to  overcome  each  day,  but  I  flatter 
myself  that  I  have  at  least  so  far  refrained  from  losing  my  temper  on 
a  single  occasion.  Each  night  I  take  a  walk  for  the  air  and  retire  for 
a  good  night's  sound  sleep.  I  have  an  idea  that  I  have  been  placed 
on  the  pay  roll.  However,  I  am  willing,  if  my  name  does  not  go  on 
until  December  1st. 

"Trusting  your  health  is  good  and  again  thanking  you, 
Gratefully  yours, 

James  E.  C   " 

The  next  case,  sociologically  classified  as  one  of  Depend- 
ency, is  that  of  a  man  44  years  of  age,  Survey  Case 
No.  2835. 

Subject  was  born  in  Smith  ville  South,  Nassau  County,  both  parents 
being  American  and  belonging  to  old  Long  Island  families.  His 
father  was  "not  well-to-do  financially;  had  business  reverses;  his 
trade  was  brick  making;  later  ran  a  farm  and  a  saloon  with  it;  was 
also  in  the  hacking  business."  One  maternal  uncle  was  a  bayman  at 
Greenport,  Suffolk  County;  died  and  "left  nothing  behind  him,  only 
a  family  of  children;  quite  a  bunch  of  them."  Another  maternal  un- 
cle living  somewhere,  whereabouts  unknown;  ' '  has  had  lots  of  trouble; 
occupation  from  one  thing  to  another."  One  brother,  age  58,  is  in  the 
livery  business;  "  his  wife  is  a  masseuse  and  makes  more  money  than 
he;  his  business  never  amounted  to  much."    Another  brother,  when 
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a  boy,  "ran  away  from  home,  wanted  to  see  city  life;  is  now  52  years 
old  and  is  in  the  hacking  business;  has  to  struggle  for  his  living;  used 
to  be  in  the  chandelier  business;  but  got  brass  consumption,  and  uow 
can't  stand  the  business."  A  third  brother  (Survey  Case  Xo.  7362)  is 
described  as  follows:  "Lazy,  shiftless,  alcoholic,  goes  on  sprees;  is 
very  irritable;  pays  no  attention  to  children,  wife  or  home;  for  days 
at  a  time  will  not  speak  to  family;  does  not  work  steadily;  is  egotisti- 
cal; nobody  is  as  good  as  he  is;  will  not  let  his  children  associate  with 
others.  Wife  says  he  is  disgusting  in  his  habits;  will  come  down  to 
breakfast  without  washing  himself;  at  times  goes  about  the  house  in 
his  underclothes;  never  takes  a  bath;  will  not  shave,  except  when  he 
feels  like  it;  trolley  car  company  notified  him  that  if  he  did  not  take 
a  bath  and  tidy  himself  up  he  would  not  be  allowed  to  travel  on  the 
cars  to  and  from  his  work.  Curses  his  wife  and  children."  One  pa- 
ternal cousin  died  insane.  The  family  history  is  otherwise  negative. 
Some  branches  of  the  family,  distantly  related  to  this  one,  are  noted 
for  ambition,  energy  and  success,  and  the  name  is  one  of  the  most 
widespread  and  best  known  on  Long  Island. 

Subject's  life  course  reveals  throughout  a  trait  that  is  best  expressed 
perhaps  by  the  word  generally  used  by  those  who  know  him — shift- 
lessness.  He  had  an  incomplete  common  school  education;  got  along 
well  in  his  studies,  "pretty  good  average  all  the  time;"  left  school 
because  he  had  to  go  to  work.  He  never  worked  steadily  at  anything, 
but  did  in  a  planless  way  whatever  came  along.  "Off  and  on  I 
worked  for  my  brother  H.,  in  the  hacking  business,  driving  a  hack; 
there  was  no  money  in  it  for  me;  just  worked  as  long  as  I  got  enough 
to  eat  and  a  place  to  sleep;  had  also  a  good  many  other  jobs;  worked 
for  about  a  year  for  a  clothing  firm  in  the  city,  got  as  high  as  stock 
clerk;  started  at  $4.00  a  week  and  got  a  dollar  or  two  raise  by  the  time 
I  was  stock  clerk. "  "  Also  was  in  the  plumbing  business,  steamfitting 
business  glazing,  painting,  anything  that  came  along;  then  went  in 
the  brass  business;  then  went  into  the  calcium  light  business  for  a 
theatre;  also  the  well-driving  business.  The  calcium  light  business 
might  have  turned  out  pretty  good,  but  a  lot  of  kikes  got  into  it  and 
beat  me  out  of  it. " 

' '  I  was  married  in  the  fall  of  1896,  at  the  age  of  24.  I  had  been  in 
the  well-driving  business  all  summer;  they  paid  $2.50  a  day;  but  the 
job  lasted  only  until  a  week  before  marriage,  and  after  that  I  didn't 
have  anything  to  do  for  about  a  year."  O.  What  did  you  live  on? 
A.  *'Sympathy,  and  what  little  I  had."  "At  the  end  of  about  a  year 
I  went  to  work  for  the  railroad,  car  sweeping,  wiping  the  engine,  etc.; 
that  wasn't  a  steady  job  in  them  days;  you  work  a  few  months  and 
then,  good  night !  They  don't  care  whether  you  have  a  family  or  not. 
The  only  time  I  had  it  steady  was  for  three  months  before  I  went  into 
the  express  business;  I  could  have  had  it  steady  then,  but  it  was  a  very 
unhealthy  business;  why,  there  were  three  men  that  died  in  it  about 
that  time."    Q.  How  was  it  unhealthy?    A.  "Well,  I  can't  tell  just 
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exactly,  whether  it's  from  the  dust  or  fron  the  night  work;  I  imagine 
it's  from  the  sweepings. "  "  Then  I  got  into  the  express  business,  the 
Long  Island  Express;  went  to  work  for  them  in  1898  and  stayed  about 
four  or  five  years.  That  was  all  outdoor  work,  delivery  mostly;  the 
pay  was  about  $40.00  a  month,  and  then  there  were  some  tips  on  the 
outside." 

"  In  the  winter  time  I'd  sooner  have  had  an  indoor  job;  but  in  the 
summertime,  of  course,  I  prefer  the  fresh  air  outdoors."  O.  Why 
did  you  give  up  that  job?  A.  "Too  much  work.  I  asked  for  another 
man  to  help  me;  they  wouldn't  give  me  one;  so  I  took  a  vacation  and 
never  went  back;  I  had  no  intention  of  going  back;  life  is  too  short 
and  sweet.  I  never  would  have  left  it  if  they  had  been  reasonable 
about  it;  they  have  since  had  four  wagons  doing  less  work  than  two 
wagons  had  to  do  in  my  time." 

"After  that  I  didn't  do  much  of  anything;  was  baying  two  sum- 
mers, doing  any  old  thing  came  along  during  the  winter;  have  worked 
off  and  on  for  M.  CM  ...n  and  Bennie  M  ...r,  up  to  about  two 
years  ago;  the  work  for  M  ...n  was  developing  work,  everything; 
laboring  work,  steamfitting  work,  construction;  the  work  for  B. 
M  r  was  boating,  mainly  running  a  launch,  taking  parties  out  fish- 
ing; he  has  a  hotel  and  fishing  station  at  Oueenswater,  you  know. 
The  work  for  M.  C.  M....n  was  mostly  in  the  winter,  and  for  B 
If.... rill  the  summer;  the  work  for  M.  C.  M  .  .n  was  more  or  less 
steady,  though  not  really  so;  the  work  for  B.  M.  .  r  was  whatever 
could  be  picked  up,  a  day  now  and  then. "  "  M.  C.  M  . .  -  n  is  the  only 
one  that  had  anything  to  do  with  the  development  of  the  beach  that 
gave  natives  a  chance;  I  will  give  him  credit  for  that;  of  course,  he 
had  to  have  some  foreigners  too;  but  since  he  went  into  bankruptcy, 
the  rest  of  them  would  have  nothing  but  foreigners,  kikes,  and  guin- 
eas, and  polaks,  and  the  likes  of  that."  "This  summer  I  have  been 
out  of  work  more  than  the  rest  of  my  life." 

Information  from  the  Nassau  County  Association,  local  church 
charities,  the  subject's  wife  and  son,  and  others,  is  as  follows:  He  has 
five  children  ranging  from  20  years  to  15  months  in  age;  is  known 
all  over  town  for  his  laziness ;  is  well  and  strong,  mentally  bright, 
but  will  give  up  a  job  gotten  for  him  on  slight  provocation;  often 
refuses  work  demanding  three  or  four  dollars  a  day  ;  at  times  simply 
says  "  I  will  not  work."  Lets  his  wife  and  son  work  for  the  family; 
wife  washes  and  oldest  boy  works  on  ice  wagon;  has  received  aid  from 
town,  church  charities,  and  private  individuals,  mainly  for  his 
children. 

Field  worker's  description  of  him  is  as  follows  :  "Goes  about  with 
thick  growth  of  hair  on  face  ;  will  not  shave  for  weeks  at  a  time;  will 
not  take  a  bath  or  change  his  clothes  ;  leaves  shirts  on  until  they 
Bhine  with  grease  ;  shoes  unlaced ;  when  seen  by  me  had  one  shoe 
partly  tied  with  a  white  string,  the  other  unlaced  with  tongue  of  shoe 
dragging  along  the  ground;  is  very  rough  looking;  typical  hobo." 
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During  the  interview,  when  questioned  concerning  these  things 
that  have  been  reported  about  him,  he  said:  "I  have  received 
charity  ever  since  I  can  remember;  suits  of  clothes,  and  soon;  that's 
only  a  case  of  good  fellowship.  As  for  the  family  having  received 
support  from  the  charities,  it  was  only  through  their  own  will;  and  as 
far  as  my  wife  and  son  working  to  support  the  household,  that's  a 
misstatement.  Of  course,  when  I  wasn't  doing  anything  she  would 
take  in  some  washes  to  assist;  but  as  for  making  a  business  of  it, 
that's  not  true.  I  admire  a  woman  who  would  do  a  thing  like  that; 
that  is,  more  for  the  benefit  of  the  children  and  that's  all.  About  the 
lazy  part,  I  can't  tell  you  anything  about  it;  naturally,  I  suppose,  we 
are  lazy,  more  or  less." 

The  above  case  is  offered  not  as  representing  by  any 
means  the  typical  basis  of  dependency.  In  the  first  place, 
it  appeared  but  too  clearly  in  the  course  of  the  Survey  that 
dependency  arose,  for  the  most  part,  not  on  a  psychiatric 
basis  at  all  but  in  connection  with  widowhood,  orphanhood, 
unemployment,*  and  the  disablements  of  senility,  physical 
sickness  and  injuries,  for  which  our  present  state  of  social 
organization  makes  no  adequate  provision;  also  "the  agony 
of  unremunerated  labor, "  to  use  President  Wilson's  expres- 
sion, contributes  its  share  towards  the  production  of  depend- 
ency. In  the  second  place,  the  material  collected  shows 
equally  clearly  that  where  dependency  is  due  to  a  mental 
disorder,  that  disorder,  in  the  majority  of  cases,  will  fall 
either  under  the  general  heading  of  "insanity  "  or  that  of 
"  feeble-mindedness  "  as  currently  conceived.  The  point 
is,  however,  that,  taking  into  consideration  mentally  abnor- 
mal cases  only,  we  do  not  find  complete  correlation  between 
these  varieties  of  mental  disorders  and  dependency.  Of 
two  persons,  for  instance,  who  are  "feeble-minded"  in  an 
equal  degree,  as  shown  by  general  intelligence  tests,  one 
may  be  industrious  and  self  supporting  and  the  other  indo- 
lent and  shiftless  and,  therefore,  dependent;  and  the  above 
cited  case  shows  that  a  person  may  be  of  normal  intelligence 
and  not  "insane"  and  yet  be  in  other  ways  psychically 
abnormal  and,  for  that  reason,  dependent.  The  fact 
that  the  mental  abnormality  of  such  a  case  is  not  of  a 

*  With  reference  to  this  Dr.  Davenport  writes  in  a  personal  communication: 
"  We  must  not  forget  the  problem  of  the  unemployed  is  largely  one  (as  they  say 
in  New  Zealand)  of  theujiemployable.  As  a  rule  the  best  men  are  constantly  em- 
ployed. In  dull  times  the  plane  of  cleavage  between  the  employed  and  unem- 
ployed rises  to  a  little  higher  level  than  in  active  times." 
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nature  to  fit  readily  under  the  headings  provided  in  current 
academic  classifications  can  not,  of  course,  reduce  the 
urgency  with  which  it  obtrudes  itself  as  a  sociological  and 
psychiatric  problem. 

The  third  case  to  be  cited  has  been  sociologically  classi- 
fied as  one  of  Sex  Immorality.  Subject  is  a  woman  aged 
34,  Survey  Case  Xo.  67. 

According  to  her  husband,  from  whom  she  is  now  separated,  she 
was  the  illegitimate  child  of  some  unknown  woman  who  died  in 
childbirth;  she  was  taken  out  of  an  orphan  asylum  at  the  age  of  three 
years  and  adopted  by  her  foster  parents.  According  to  the  subject, 
her  parents  were  legally,  married,  mother  died  at  childbirth,  father 
remarried  when  she  was  about  three  years  old;  she  was  placed  in  a 
Sisters'  home  in  infancy,  remained  there  until  the  age  of  fourteen 
years,  and  then  went  to  live  with  her  father  and  step-mother.  There 
are  other  discrepancies  between  her  statement  and  those  of  other  in- 
formants, especially  the  police;  moreover,  she  has  a  reputation  of 
being  absolutely  unreliable.  Field  worker's  report  states  she  is  of 
normal  intelligence  and  has  m.ide  a  good  showing  in  the  Binet  tests. 
"No  relations  with  other  men  than  her  husband  until  six  years  ago. 
When  one  man  is  supporting  her  she  does  not  go  with  other  men.  At 
other  times  she  will  go  with  anyone  who  will  supply  beer." 

The  following  account,  given  by  the  subject,  is,  therefore,  offered 
not  as  being  necessarily  truthful  in  all  particulars  as  to  fact,  but  as 
affording  some  insight  into  the  subject's  psychic  make-up  and  her 
point  or"  view. 

She  and  her  step-mother  never  got  along  well  and  her  life  at  home 
was  so  unpleasant  that  she  decided  to  leave  it  as  soon  as  she  get  an 
opportunity  to  get  married.    It  was  thus  that  at  the  age  of  fifteen  she 

married  G  eighteen  years  her  senior,  who  was  boarding  with 

them  and  whom,  she  says,  she  did  not  love  then  or  at  any  other  time. 
"  I  had  no  one  to  advise  me;  I  have  often  regretted  marrying  as  I 
did."  She  states  also  that  her  husband  married  her  also  not  because 
he  cared  for  her  but  "because  he  thought  there  was  money  in  it." 
They  had  five  children,  of  whom  four  are  living  and  well,  and  one 
died  in  early  childhood  of  marasmus  under  conditions  to  be  described 
farther  on. 

Subject  states  that  but  a  few  years  after  their  marriage  her  husband 
began  to  have  relations  with  other  women  and  that  once  she  even  left 
him  for  that  reason;  she  reUirned  upon  his  promise  to  do  better,  but 
"  it  wasn't  two  or  three  months  before  he  began  running  around  with 
women  again. " 

In  October,  1912,  her  husband  accused  her  of  having  relations  with 
Pete  B.,  a  disreputable  alcoholic  laborer  who  frequented  the  house. 
Her  answer  was,  "I  have  as  much  right  to  do  that  as  you  have;  "  and 
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then  they  separated  by  mutual  agreement.  At  that  time  she  was 
about  three  months  pregnant  with  her  sixth  child;  but  she  did  npt 
know  she  was  pregnant,  as  she  had  not  been  menstruating"  owing  to 
her  nursing  the  youngest  child.  The  pregnancy  was  illegitimate, 
being  due  to  Pete  B.  She  declares  this  was  the  first  time  in  her  life 
that  she  had  been  sexually  intimate  with  any  man  other  than  her 
husband.  When  they  separated  she  took  the  youngest  child,  still  an 
infant,  with  her,  while  the  husband  arranged  for  the  care  of  the  older 
ones  in  a  home.  She  went  to  live  in  a  furnished  room  house  with 
Pete  B.  remaining  until  her  baby  was  born  in  April,  1913.  She  then 
"broke  up  house  "  with  Pete  B.  because  he  drank  and  carried  on  and 
did  not  support  her,  and,  nine  days  after  her  confinement,  went  to  the 
almshouse  with  her  two  babies.  Two  months  later  she  left  there, 
arranged  for  the  care  of  the  older  baby  in  a  home  as  a  town  charge, 
and  kept  the  younger  baby  with  her,  having  gone  to  live  with  some 
friends  of  hers  in  Roosevelt.  Pete  B.  continued  to  call  on  her  and 
partly  supported  her  and  the  baby,  while  partly  she  supported  herself  by 
working  by  the  day  now  and  then.  She  soon  became  pregnant  again 
and  gave  birth  to  a  girl  baby  in  May,  1914.  When  she  was  six  months 
pregnant  she  arranged  to  have  the  baby  she  had  with  her  to  be  cared 
for  in  a  home  as  a  town  charge,  making  two  of  her  children  supported 
by  the  town.  The  new  girl  baby  was  also  Pete  B.'s  child,  as  she 
declares  she  went  with  no  other  man;  shortly  after  the  birth  of  this 
baby,  the  child,  whom  she  took  with  her  when  she  left  her  husband, 
died,  in  the  home  in  which  he  was,  from  marasmus.  She  then  placed 
her  youngest  baby  in  a  home,  arranging  to  pay  six  dollars  a  month 
for  its  care,  and  got  a  position  in  a  boarding  house  for  $25  a  month 
and  her  board.  Her  youngest  baby  died  at  the  age  of  two  and  a  half 
months  of  cholera  infantum. 

She  continued  to  have  relations  with  Pete  B.,  until  about  four  or  five 
weeks  after  the  death  of  her  youngest  baby.  Pie  was,  in  the  mean 
time,  drinking,  misbehaving,  and  not  contributing  toward  the  support 
of  her  and  the  children,  but,  on  the  contrary,  often  calling  on  her  for 
money  and  paying  no  attention  to  her  remonstrances.  Finally  and 
rather  suddenly  she  got  completely  discouraged;  the  death,  in  quick 
succession,  of  two  of  her  children,  and  the  hopeless  conduct  of  Pete  B. 
made  her  feel  that  she  had  "nothing  to  live  for."  She  went  to  Mrs. 
G.,  the  woman  who  kept  the  home  in  which  her  children  were  boarded 
and  who  had  always  been  friendly  to  her,  and  told  her  that  she  was 
going  to  get  drunk  to  drown  her  sorrows.  The  woman  tried  to  dis- 
suade her  and  even  went  so  far  as  to  telephone  to  her  employer  at  the 
boarding  house  not  to  let  her  have  her  wages;  but  she  did  not  need  to 
draw  her  wages  as  she  had  some  money  saved  up  at  home.  Thus,  in 
August,  1914,  she  went  on  her  first  spree,  having  previously  dmnk 
more  or  less  in  moderation  or,  if  to  excess,  it  would  be  only  during 
an  evening's  pastime.  She  started  at  the  house  of  a  "friend,"  a  very 
disreputable  woman,  drinking  whiskey  and  beer,  and  from  there  con- 
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tinued  on  a  round  of  the  hotels  and  saloons  in  Rockville  Center, 
Hempstead,  Lynbrook,  and  other  villages,  going  as  far  as  Jamaica, 
accompanied  by  her  friend,  the  latter  bringing  with  her  about  half  a 
dozen  men,  her  usual  associates.  At  the  end  of  a  week,  feeling  very 
sick,  also  having  had  her  foot  cut  by  a  barbed  wire  while  crossing  a 
field  at  night  on  her  way  home  in  a  drunken  condition,  "on  the 
morning  after  the  night  before,"  she  went  back  to  Mrs.  G.,  who  had 
been  caring  for  her  children,  and  there  decided  that  the  only  way  she 
could  "straighten  up  "  was  by  getting  herself  arrested  and  put  in  jail 
for  thirty  days.  At  her  request  Mrs.  G.  went  to  the  justice  of  the 
peace  at  Hempstead,  made  a  charge  of  "drunk  and  disorderly,"  and 
the  subject  pleaded  guilty  and  received  her  sentence  of  thirty  days  in 
jail.  There  she  was  treated  kindly  by  every  one,  helped  the  warden's 
wife,  who  was  also  the  matron,  with  her  housework,  and  received  in 
return  little  privileges,  extras  in  the  line  of  food,  etc.  When  she 
left  the  jail  she  was  "in  good  shape."  She  got  a  job  in  a  hotel  in 
Freeport  and  three  months  later  another  one  in  a  boarding  house  in 
Hempstead.  In  the  meantime  she  and  Pete  B.  "had  a  spat,"  he  went 
to  work  in  Long  Beach,  anil  she  developed  a  friendship  with  Bill  P., 
a  painter  who  lived  at  the  boarding  house  in  which  the  subject  was 
employed  and  whose  wife  had  died  shortly  before.  Her  intimacy 
with  Bill  P.  had  lasted  two  or  three  months  when  he  picked  up  a 
similar  "  friendship"  with  vStella  W.,  a  notorious  prostitute.  To  this 
the  subject  objected,  saying,  "  If  you  want  Stella  you  can  go  with  her, 
but  then  you  can't  go  with  me."  He  then  moved  from  that  boarding 
house  to  the  one  in  which  Stella  W.  was  living  at  that  time  with 
another  woman's  husband. 

"I  got  mad  and  went  on  another  bat;"  that  was  in  February,  1915. 
She  started  out  in  the  early  part  of  the  evening,  going  to  hotel  after 
hotel,  drinking  with  some  "friends."  When  she  got  "pretty  well 
under  the  weather  "  she  started  out  "looking  for  Bill  P.  I  guess  if  I 
had  gotten  a  hold  of  him  I  would  have  killed  him."  The  night  po- 
liceman in  Hempstead  who  found  her,  hardly  able  to  walk,  took  her 
home  and  urged  her  not  to  cut  up  so  about  Bill  P.,  whom  all  consid- 
ered worthless;  but  "I  was  stubborn,  and  they  could  do  nothing  with 
me."  She  kept  going  back  on  the  streets  and  making  a  disturbance, 
and  finally  at  1  o'clock  in  the  morning,  had  to  be  arrested.  On  the 
following  morning  she  was  again  sentenced  to  jail,  this  time  for  two 
months.  "I  was  good  and  mad  at  myself  for  making  such  a  fool  of 
myself  about  this  man  P.,  losing  my  work  and  everything." 

On  leaving  jail  in  April,  1915,  she  went  back  to  work  in  the  same 
boarding  house.  Soon  Bill  P.,  came  to  her  again,  promised  not  to 
have  anything  to  do  with  Stella  W.,  any  more,  and  asked  her  to  "keep 
company"  with  him  again.  She  consented.  Pretty  soon,  however, 
she  heard  that  he  was  going  around  with  Stella  W.  again.  "I  said 
nothing  but  kept  my  eyes  open."  One  evening,  namely  on  July  12, 
1915,  she  had  a  date  with  Bill  P.,  to  go  to  a  show  in  Jamaica;  she 
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waited  for  him  until  about  9  o'clock  and,  as  he  did  not  show  up,  she 
got  dressed  and  went  down  town.  At  the  square  in  Hempstead,  she 
saw  Bill  P.,  Stella  W.  and  Geo.  S.,  (who  had  left  his  wife  and  was  liv- 
ing with  Stella  W.,)  about  to  board  a  car  for  Jamaica  without  her.  As 
soon  as  Bill  P.  saw  her  he  came  towards  her  and  tried  to  conciliate  her; 
but  she  walked  away,  going  to  a  hotel  around  the  corner.  Bill  P.  and 
the  others  followed  her  there,  and  Stella  W.  tried  to  help  in  the  con- 
ciliation, but  this  merely  resulted  in  blows,  so  that  the  men  had  to 
separate  the  two  women.  At  that  time  subject  had  had  only  a  couple 
of  drinks  and  was  not  under  the  influence  of  liquor  at  all.  She  and 
Bill  P.  continued  their  bickering  until  about  11  o'clock,  all  the  while 
drinking  quite  heavily;  then  Bill  P.  said  he  was  going  upstairs  to  bed 
(in  the  next  building,  where  he  lived),  and  she  went  home.  She  soon 
decided,  however,  to  investigate  again;  so  she  left  her  bed,  dressed, 
and  went  to  the  boarding  house  where  Bill  P.  was  living,  taking  with 
her  a  couple  of  bottles  of  beer  and  a  pint  bottle  of  whiskey.  She 
came  up  stairs  and,  Bill  P.s'  room  door  not  being  locked,  she  pushed 
it  open.  There  she  saw  him  and  Stella  W.  together.  "Oh!  Lord! 
Then  the  trouble  began.  Stella  got  out  of  my  way,  and  I  went  for 
Bill  and  knocked  him  down."  Then  she  drank  almost  at  a  gulp  the 
whole  pint  of  whiskey.  She  reeled  out  into  the  street,  and  the  same 
policeman,  who  had  arrested  her  the  last  time,  saw  her  and  took  her 
home;  but  she  came  back  down  town  again  and  "sassed  him,"  so  that 
he  had  nothing  left  to  do  but  arrest  her  again.  Her  object  in  coming 
back  was  to  look  for  Bill  P.  again.  She  declares  that  she  was  not  ex- 
tremely fond  of  him,  but  "when  anyone  treats  me  like  that,  I  get 
mad,  so  he  had  better  look  out,  whether  I'm  fond  of  him  or  not." 
This  led  to  a  sentence  to  the  New  York  Penitentiary  for  six  months. 
There,  she  states,  she  was  treated  well,  played  the  organ  for  both 
Catholic  and  Protestant  services — she  had  learned  to  play  the  organ 
in  the  Catholic  home  in  which  she  was  brought  up — worked  in  the 
sewing  room,  waited  on  table  in  the  dining  room,  and  made  herself 
otherwise  useful  and  agreeable.  For  good  behavior  her  sentence  was 
commuted  to  five  months,  and  when  she  was  leaving  the  head  matron 
said:  "  There's  one  girl  who  will  never  come  back  here. "  The  chap- 
lain at  the  penitentiary  urged  her  to  take  the  pledge  of  abstinence, 
but  she  refused,  saying:  "Drink  don't  bother  me,"  and  "it  would 
be  worse  if  I  took  the  pledge  and  broke  it." 

.She  came  out  of  the  penitentiary  in  December,  1915,  and  went  to 
live  with  some  friends  of  hers,  earning  her  board  by  assisting  them 
in  the  housework,  taking  in  washing  at  times,  and  occasionally  work- 
ing out  by  the  day.  She  stayed  with  them  until  the  latter  part  of 
May,  1916,  and  maintains  that  during  that  time  she  had  no  relations 
with  men  at  all. 

In  the  latter  part  of  May  she  went  to  live  with  an  extremely  disrep- 
utable family  with  whom  Tom  B.,  brother  of  Pete  B.,  referred  to 
above,  was  also  staying  at  that  time.    She  became  intimate  with  Tom 
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B. ;  this  lasted  about  six  weeks,  that  is,  until  July  1,  1916,  when  Tom 
B.  was  arrested.  He  and  another  man  had  been  drinking,  got  into  a 
fight,  and  Tom  cut  the  other  man's  head  open;  they  were  both  arrested 
and  Tom  was  sentenced  to  pay  a  fine  of  $25.00;  as  he  had  no  money, 
he  had  to  go  to  jail  for  twenty-five  days.  Subject  then  went  back  to 
live  with  her  friends,  whom  she  had  left  when  she  began  going  with 
Tom  B.,  and  has  been  with  them  ever  since  then,  "keeping  straight " 
so  far. 

When  asked  concerning  her  plans  for  the  future,  she  said  she  had 
several  things  in  mind.  One  was,  to  be  divorced  from  her  husband 
and  marry  again;  another  was,  to  go  to  live  with  a  man  without  the 
formality  of  a  divorce  and  remarriage,  as  she  is  under  the  impression 
that  the  law  requires  five  years  to  elapse  after  the  granting  of  the  de- 
cree of  divorce  before  one  would  be  permitted  to  marry  again;  the  man 
she  had  in  mind  was  Tom  B.,  (mentioned  above)  who  "does  not  drink 
very  much  and  works  pretty  steady;  "  a  third  plan  was,  to  go  some- 
where where  she  is  not  known  and  go  to  work.  In  any  event  she  is 
determined  not  to  get  herself  arrested  again.  Having  gotten  herself 
arrested  three  times  in  one  year,  she  stated,  she  felt  her  disgrace 
keenly,  especially  on  account  of  her  children.  The  fact  is,  however, 
that  she  refused  an  opportunity  of  respectable  employment. 

The  fourth  case  is  classified  sociologically  as  one  of 
Criminal  Teiidency,  Survey  Case  No.  6513. 

Subject  is  a  man,  32  years  of  age,  whose  family  history  is  as 
follows:  Father  is  an  habitual  drunkard;  is  reported  to  be  having 
incestuous  relations  with  his  daughters;  for  some  months  suffered  from 
"fainting  spells" — suddenly  would  stagger  and  fall  on  the  sidewalk. 
One  maternal  uncle  is  sexually  immoral,  having  promiscuous  relations, 
among  others,  with  his  niece  and  step-daughter;  is  a  repeater  in  jail, 
mainly  on  charges  of  being  drunk  and  disorderly,  but  once  served 
three  months  for  "impairing  morals  of  infants."  Another  maternal 
uncle  is  illiterate  as  he  did  not  go  to  school  but  ran  away  from  home 
and  stayed  on  a  boat;  was  formerly  intemperate,  but  is  temperate  and 
industrious  now;  arrested  only  once  in  his  life  and  fined  thirty  dollars 
for  seine  fishing.  A  third  maternal  uncle  is  intemperate  and  sexually 
immoral,  said  to  be  having  relations  with  his  young  nieces.  One 
brother  is  a  drunkard,  begs  in  the  streets,  has  incestuous  relations 
with  his  sisters,  has  been  arrested  many  times.  Another  brother  just 
the  same;  was  in  a  reformatory  for  five  years  for  burglary  and  larceny. 
One  sister  is  alcoholic,  a  prostitute,  and  has  had  incestuous  relations 
with  father  and  brothers;  she  has  had  at  least  one  illegitimate  child 
which  has  been  taken  away  on  grounds  of  improper  guardianship  and 
is  boarded  at  the  expense  of  the  town  by  an  arrangement  made  by  the 
overseer  of  the  poor.  Another  sister  is  also  intemperate  and  sexually 
immoral;  served  one  term  in  jail  for  soliciting  on  the  streets;  arrested 
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another  time  for  impairing  the  morals  of  her  children;  at  least  one 
child  is  known  to  be  illegitimate.  A  third  sister  is  also  sexually  im- 
moral, for  a  time  left  her  husband  to  live  with  another  man;  reported 
to  be  having  incestuous  relations  with  father  who  lives  in  the  same 
shack;  is  an  incompetent  housewife;  field  worker  reports  "  house  is 
filthy  and  full  of  flies  and  roaches;  "  she  had  a  series  of  twelve  con- 
vulsions about  three  months  before  the  birth  of  her  last  baby,  but  had 
been  well  before  and  has  been  since.  A  fourth  sister  is  intemperate, 
a  prostitute,  has  had  incestuous  relations  with  father  and  brothers. 
A  fifth  and  sixth  sisters  are  both  sexually  immoral  and  one  of  them 
is  also  intemperate. 

The  subject  was  born  in  Inwood,  Nassau  County,  in  1884;  both 
parents  American.  In  early  childhood  he  had  "fits" — probably 
epileptiform  convulsions — but  none  since  and  has  been  otherwise  well 
physically.  He  went  to  school  up  to  the  age  of  sixteen  years,  but  did 
poorly  in  his  studies  and  reached  only  the  fifth  grade;  this  is  attribu- 
ted mainly  to  his  very  irregular  attendance,  as  he  played  truant  most 
of  the  time;  he  made  a  good  showing  in  the  intelligence  tests  given 
him  by  the  field  worker;  when  asked  about  his  bad  record  of  truancy 
he  said  simply  that  he  did  not  care  about  school  and  that  in  those 
days  the  teachers  were  not  so  strict  about  attendance.  He  has  no 
trade,  works  only  occasionally  as  day  laborer;  is  described  by  all  who 
know  him  as  "lazy  and  good  for  nothing;"  begs;  is  immoral  sexually 
and  has  had  incestuous  relations  with  his  sisters.  Drinks  as  a  rule 
moderately,  occasionally  to  excess. 

His  criminal  career,  as  given  below,  includes  only  those  crimes 
which  appear  on  the  official  court  records;  he  is  known  to  have  com- 
mitted thefts  and  other  delinquencies  which,  for  one  reason  or 
another,  were  not  taken  official  cognizance  of  by  the  police  or  the 
courts.  The  reader's  attention  is  invited  to  note  not  only  the  number 
and  nature  of  his  crimes  but  also,  and  more  particularly,  his  attitude 
towards  them  which  it  was  our  main  object  to  gain  a  glimpse  of  in 
the  study  of  his  case.  Our  interviews  with  him  took  place  in  jail 
where  he  was  held  for  trial  under  an  indictment  for  burglary  and 
larceny;  at  that  time,  as  on  other  occasions  of  anticipating  possible 
conviction  and  sentence  to  imprisonment,  his  main  preoccupation  was 
to  escape  conviction  or  at  least  to  get  off  with  a  light  sentence.  At 
such  times  the  truth  is  hardly  to  be  had  from  him,  but  only  state- 
ments exhibiting  considerable  legal  information  and  keenness 
together  with  a  rather  remarkable  readiness  and  adroitness  of  langu- 
age, calculated  to  put  his  case  in  as  favorable  a  light  as  possible.  He 
will  plead  guilty  or  make  a  confession  in  the  hope  of  having  his  sen- 
tence suspended  or  made  light,  but  will  unhesitatingly  change  the 
plea  to  not  guilty  and  repudiate  the  confession  when  it  appears  to 
him  expedient  to  do  so ;  the  explanations  which  he  offers  for  such 
changes  of  mind  are  more  or  less  plausible  but  by  no  means  always 
consistent;  he  even  abuses  the  privilege  — which  every  one  has — of 
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making  a  mistake.  Judging  from  his  manner,  when,  as  he  claims, 
he  is  falsely  accused  of  some  disgraceful  crime,  he  could  not  be  said  to 
be  actuated  by  indignation  at  the  injustice  of  it  or  by  resentment  of 
injury  to  his  pride,  or  self-respect,  or  reputation;  in  fact,  past  crimes, 
having  no  bearing  on  the  outcome  of  the  indictment  now  pending 
against  him.  are  admitted  without  apparent  sensitiveness  on  the  sub- 
ject. Another  prominent  trait  in  his  mental  make-up  is  his  general 
lack  of  spontaneous  interest  in  ethical  questions;  such  questions  do 
not  seem  to  arise  in  his  mind,  and  when  their  consideration  is  forced 
by  the  interviewer  his  responses  are  apt  to  be  brief,  inadequate, 
given  in  an  off-hand  manner  obviously  intended  to  dismiss  them  as 
a  mere  interruption  which  is  of  no  relevancy  or  only  of  trifling  value. 
His  criminal  record,  as  well  as  his  conduct  in  general  during  his 
entire  life  cpurse.  is.  it  seems  to  us,  not  to  be  attributed  to  "insanity" 
or  "  feeble-mindedness  "  in  the  ordinary  sense  of  these  terms  ;  nor  to 
any  viciousness,  or  cruelty,  or  particular  selfishness,  or  uncontrolled 
impulsiveness  such  as  is  said  to  underlie  other  types  of  cases  of  crim- 
inal conduct;  it  seems  rather  to  be  dependent  on  a  psychic  slovenli- 
ness, i.  e. .  eminently  an  aesthetic  defect,  characterized  by  a  failure  of 
that  feeling  of  revulsion  which  is  familiar  to  normal  persons  as  being 
aroused  by  even  mere  ideas  of  theft,  mendacity,  incest,  begging,  and 
other  moral  filth  in  which  this  subject  has  so  contentedly  wallowed 
all  his  life. 

The  courts  have  handled  this  case  without  any  reference  to  the 
question  of  possible  mental  abnormality,  with,  of  course,  utter  futility 
as  far  as  concerns  the  attainment  of  a  better  ordering  of  the  subject's 
life  course  to  his  own  and  society's  advantage.  We  need  not  enter 
here  on  a  general  discussion  of  the  tenableness  of  the  legal  viewpoint 
regarding  the  question  of  criminal  responsibility  ;  for  in  connection 
with  the  case  under  consideration  a  lack  of  criminal  responsibility 
even  from  the  legal  viewpoint  might  be  established,  if  only  a  more 
rational  interpretation  of  the  law  be  admitted  than  that  generally 
accepted  by  the  courts  owing  to  the  sanction  of  traditional  precedent. 
The  great  issue  is  whether  the  legal  question — Did  the  accused  know 
the  nature  and  quality  of  the  act  at  the  time  he  committed  it? — is  to 
be  determined  by  a  verbal  test  of  such  knowledge  or  by  a  broader 
inquiry  concerning  it.  Ordinarily  in  practical  affairs  of  life  by  a 
"knowledge"  of  something  we  mean  a  narking  knowledge ;  every- 
body understands,  for  instance,  that  a  medical  student  may  be  able  to 
describe  correctly  to  the  last  detail  the  technique  of  an  operation  for 
appendicitis,  but  that  he  might  kill  the  patient  were  he  permitted  to 
attempt  such  an  operation,  because  he  may  not  really  "know"  how 
to  do  it;  similarly,  a  banker,  in  considering  the  appointment  of  a 
cashier,  would  not  be  satisfied  with  a  correct  discussion  of  principles 
of  integrity  on  the  part  of  an  applicant,  would  not  even  ask  for  or 
listen  to  such  a  discussion,  as  being  of  no  conclusive  significance, 
but  would  look  into  his  record  of  service  for  evidence  of  a  working 
April — IP]  7 — f 
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knowledge.  In  the  same  way  a  case  like  the  present  one  and  like 
innumerable  others  which  fill  hospitals  for  the  insane  and  institutions 
for  the  feeble-minded,  as  well  as  penal  institutions,  may  readily  and 
glibly  utter  the  verbal  formulas  of  elementary  ethical  precepts,  which 
are  easy  enough  to  memorize,  and  yet  plainly  lack  one,  or  more,  or 
all  of  the  more  essential  elements  which  go  to  make  up  a  working 
knowledge  of  them,  that  is  to  say,  a  knowledge  available  for  use  in 
life. 

In  1902,  at  the  age  of  eighteen  years,  subject  was  arrested  and 
charged  with  petty  larceny  (stealing  a  bicycle)  and  grand  larceny 
(stealing  a  typewriter);  he  was  convicted  on  the  first  charge  by  the 
justice  of  the  peace  and  sentenced  to  six  months  in  jail  and  held  for 
the  grand  jury  on  the  second  charge.  The  following  confession  over 
his  signature  is  on  file  in  county  court : 

"Lawrence,  L.  L,  October  31,  1902. 
This  is  to  whom  it  may  concern.    I  make  this  statement  voluntarily. 
I,  Howard  J.,  Pete  L.,  and  another  man,  whose  name  I  did  not  know, 
did  on  the  24th  of  September,  1902,  in  the  night,  about  12  midnight, 

break  into  the  real  estate  office  of  Arthur  K  h  at  Lawrence 

Station,  and  steal  one  typewriter.  I  and  Pete  L.  went  through  the 
window  after  Pete  L.  had  opened  same  and  handed  out  typewriter  to 
the  other  man  whose  name  I  did  not  know.  Then  we  put  the  type- 
writer into  a  bag  which  they  had  on  hand  for  the  purpose;  then  L. 
and  the  other  man  took  it  toward  Central  Avenue  and  put  into  a  wagon 
belonging  to  L.,  drawn  by  a  grey  horse.  This  was  the  last  I  saw  of 
them  that  night.  Next  morning  I  went  to  L.'s  house  and  saw  the 
typewriter  in  his  house  upstairs  covered  with  a  cloth. 

(Signed)  Howard  J. 1 ' 

This  resulted  in  bringing  Pete  L.  to  trial.  At  the  trial  the  subject, 
called  as  a  witness,  testified  under  oath:  "I  don't  know  anything 
about  the  typewriting  machine.  I  don't  remember  September  24, 
1902."  When  shown  the  statement  over  his  signature  he  testified  : 
"This  (referring  to  the  signature)  is  my  writing;  I  didn't  read  it 
over  before  I  put  it  on;  nobody  read  it  to  me;  nothing  was  said  about  a 
typewriter."  The  subject  himself  was  indicted  by  the  grand  jury, 
eventually  pleaded  guilty,  and  was  sentenced  to  the  Elmira  Reforma- 
tory. He  now  declares  positively  that  he  was  innocent,  and  has 
explained  his  confession  and  plea  of  guilty  at  different  times  in  differ- 
ent ways.  Once  he  said  that  he  pleaded  guilty  partly  because  he  was 
given  "the  third  degree"  by  the  policemen,  i.  e.,  "  beaten  up  and 
nearly  killed,"  and  partly  because  he  had  been  told  that  if  he  would 
plead  guilty  he  would  receive  a  lighter  sentence.  On  another  occa- 
sion he  said,  "  I  don't  remember  making  any  confession,  I  was  drunk 
that  night.  My  mother  told  me  next  day  that  she  heard  me  make 
the  confession;  but  I  remember  nothing  about  it.  The  paper  I  signed 
the  next  day."    O.  Why  did  you  sign  it?    A.  "Because  my  mother 
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told  rae  I  had  made  that  confession."  On  a  third  occasion  he  denied 
that  the  typewritten  confession  which  is  on  file  is  the  one  that  he 
signed  :  "  The  confession  I  signed  was  written  with  pen  and  ink  and 
not  typewritten  at  all. ' '  Q.  But  the  signed  confession  which  is  on 
file  is  typewritten;  how  do  you  explain  that?  A.  "Well,  it's  forgery 
then;  I  didn't  sign  it."  The  fact  is  he  signed  that  typewritten  state- 
ment after  he  had  made  it  verbally  and  it  was  read  over  to  him  in  the 
presence  of  his  parents  and  other  witnesses. 

He  was  released  from  Elmira  in  the  spring  of  1905,  and  within  a 
few  months,  in  December,  1905,  was  again  arrested  on  a  charge  of 
grand  larceny,  second  degree;  he  had  falsely  represented  himself  as 
being  in  the  employ  of  a  man  in  Far  Rockaway  and  obtained  a  bicycle 
in  a  store,  worth  S55;  he  explained  to  the  Survey  representative  that, 
had  the  value  of  the  bicycle  been  under  S50,  the  charge  against  him 
could  not  have  been  more  than  a  misdemeanor  according  to  the  law; 
as  it  was,  the  district  attorney  was  just  able  to  make  the  charge  grand 
larceny  and,  as  it  was  his  third  offense  according  to  the  court  records, 
he  received  a  heavy  sentence,  namely,  not  to  exceed  nine  years  in 
Sing  Sing;  he  admits  that  he  was  guilty  on  that  occasion,  but  feels 
that  it  was  unjust  to  give  him  such  a  heavy  sentence.  When  brought 
before  the  magistrate  in  December,  1905,  he  pleaded  guilty,  his  ex- 
planation to  the  Survey  representative  being,  "You  stand  a  better 
chance  with  a  grand  jury  than  with  a  police  court;  that's  why  I 
pleaded  guilty  in  the  police  court,  so  they  would  hold  me  tor  the 
grand  jury."  Following  indictment  by  the  grand  jury  in  January, 
1906,  he  pleaded  not  guilty.  O.  As  you  admit  you  stole  the  bicycle  in 
1905,  why  did  you  plead  not  guilty  to  the  indictment?  A.  "  Because 
I  had  honest  intentions  of  paying  for  the  bicycle." 

At  Sing  Sing  his  sentence  was  commuted  for  good  behavior  to  six 
years.  When  asked  how  it  was  that  he  could  behave  so  well  in  prison 
and  not  outside,  he  said,  "  When  you  are  there  you  got  to  behave;  if 
you  don't  work  they  put  you  in  a  cooler  until  you  do. ' '  He  was  released 
in  1912. 

In  August,  1913,  he  was  again  sentenced  by  the  justice  of  the  peace 
to  one  year  in  the  New  York  County  Penitentiary — six  months  for 
being  drunk  and  disorderly  and  six  months  for  petty  larceny,  as  he 
had  stolen  some  money  from  his  employer. 

In  October,  1914,  he  was  sentenced  to  the  county  jail  for  four  months 
on  a  charge  of  vagrancy;  this  was  at  his  own  request,  as  he  appeared 
before  the  justice  of  the  peace  and  said  he  was  destitute. 

On  March  31,  1916,  he  was  again  sentenced  to  the  county  jail  for 
three  months  by  the  justice  of  the  peace  for  petty  larceny;  he  had 
stolen  a  couple  of  packages  of  cigarettes  and  some  pies  in  a  general 
store. 

He  escaped  before  the  expiration  of  his  sentence,  and  was  arrested 
again  on  June  20,  1916,  on  a  chargeof  burglary;  when  seen  by  the  Sur- 
vey representative  he  had  been  indicted  on  this  charge  by  the  grand 
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jury  and  was  in  jail  awaiting  trial.  The  indictment  was  based  on  the 
testimony  of  a  woman,  into  whose  house  he  had  broken,  and  who  was 
able  to  identify  him  but  not  the  others  who  were  with  him;  also  on  a 
written  confession  made  by  his  brother  who  was  also  implicated.  It 
seems,  according  to  that  confession,  that  on  the  night  of  June  19, 
1916,  the  subject  said  to  his  two  brothers  and  brother-in-law,  "  Come 
on,  I  know  where  we  can  get  some  stuff,"  and  all  four  of  them  went 
and  "touched  off"  four  houses;  the  subject  broke  into  each  one  and 
brought  out  some  clothes  to  the  three  others  who  waited  outside. 
They  were  after  what  money  might  be  found  in  the  clothes,  not  caring 
for  the  clothes  otherwise ;  the  confession  reads,  in  part :  ' '  We 
whacked  up  the  proceeds;  we  whacked  it  up  as  near  as  we  could;  I 
got  $1.50;  I  don't  know  what  the  rest  got.  My  brother  (the  subject) 
gave  me  $1.50.  We  threw  the  clothes  away  in  the  bushes."  (The 
clothes  were  found  in  the  bushes  by  the  police  after  this  confession 
was  taken  down.)  The  subject  has  entered  a  plea  of  not  guilty,  but 
has  told  the  Survey  representative  that  he  feared  he  would  be  con- 
victed and  sentenced  to  perhaps  ten  or  twelve  years,  as  the  woman's 
testimony  would  receive  better  credence  in  court  than  his.  In 
defense  he  has  planned  to  offer  the  following  proof  of  an  alibi :  At 
ten  o'clock  on  the  night  of  the  burglaries  he  was  seen  asleep  and  in  a 
drunken  condition  under  a  shed  in  the  yard  of  a  hotel  from  which  the 
burglarizing  expedition  is  supposed  to  have  been  started;  the  bur- 
glaries occurred  at  twelve  o'clock;  "How  could  a  man,  so  drunk  at 
ten  o'clock  that  he  could  not  move,  be  in  condition  to  attempt  bur- 
glary at  twelve?"  Further,  he  said,  "the  husband  of  the  woman 
who  claims  she  saw  me  do  it  would  not  testify  against  me;  he  is  an 
old  schoolmate  of  mine."  O.  Was  he  where  his  wife  was,  so  that 
he  could  see  all  that  she  saw,  and  yet  would  not  testify  against 
you  because  he  is  an  old  schoolmate  of  yours  ?  He  quickly  caught 
the  significance  of  the  question  and  said,  "  No,  not  because  of  that, 
but  just  because  he  could  not  say  that  he  saw  me  there. "  (Previously 
he  said  "would  not.  ")  Then  he  added,  "  Of  course  you  can't  tell 
how  the  police  will  work  up  the  case  against  you  and  what  other  wit- 
nesses they  will  bring  into  court.  For  $50  they  might  get  somebody 
to  say  he  saw  me  do  it. ' '  He  is  expecting  to  have  his  claim  of  an 
alibi  supported  in  court  by  the  testimony  of  his  brother,  i.  e.,  the 
same  brother  who  made  the  above  mentioned  confession  which  was  in 
part  the  basis  of  the  indictment.  Q.  How  about  your  brother's 
signed  confession  which  is  on  file?  A.  "I  don't  believe  he  had  any- 
thing to  do  with  the  confession,  only  signing  his  name  to  say  that  he 
did  do  it.  If  he  hadn't  he  would  have  got  killed.  They  told  him 
that  if  he  made  this  confession  they  would  let  him  go  right  away;  if 
not  they  would  beat  him  up  and  bang  him  up  to  make  him  confess." 
Q.  Did  they  just  threaten  to  beat  him  up?    A.   "They  did  beat  him 

up;  Tom  B  n  (constable)  beat  us  both  up;  about  ten  or  fifteen 

people  saw  him  do  it." 

At  the  time  of  this  writing  the  case  had  not  yet  come  to  trial. 
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The  above  four  cases  have  been  cited  at  length  in  order 
to  exhibit  the  basis  for  the  conviction,  which  has  forced 
itself  on  us  in  the  course  of  the  Survey,  that  such  cases  are, 
in  the  main,  psychiatric  material,  and  as  clearly  such  as 
any  case  of  "insanity"  or  feeble-mindedness. "  That 
to-day  in  this  State  these  cases  and  many  others  like  them 
are  handled  without  any  reference  whatever  to  the  psychi- 
atric issues  which  are  involved  is  due  apparently  to  an 
arbitrary  limitation  of  the  scope  of  psychiatry  as  an  outcome 
of  a  partly  legal,  partly  academic  and  impractical  point  of 
view. 

"Other  Groups"  of  the  Sociological 
Classification. 

We  may  now  consider  briefly  the  cases  represented  in 
the  sociological  classification  under  the  heading  "Other 
Groups."  As  shown  in  Table  9,  36S  cases  have  been 
included  under  that  heading.  Of  these  310  were  found  in 
institutions,  especially  in  the  State  hospitals;  it  would  have 
required  an  extensive  study  of  the  records  of  these  cases 
and  often  a  direct  reinvestigation  of  them  to  determine  the 
sociological  classification  that  might  properly  have  been 
applied  to  them  prior  to  their  confinement  in  the  institutions; 
this  seemed  hardly  worth  while  in  view  of  the  circumstance 
that  the  problem  of  adjustment  had  been  for  these  cases 
solved,  by  the  very  fact  of  their  having  been  placed  in 
institutions.  The  remaining  58  cases  have  on  record  such 
specifications  as,  "Town  butt,  every  bod}'  knows  him," 
"  Requires  constant  care,"  "  Nuisance  in  community,  writes 
letters  to  officials,  constantly  in  trouble  with  neighbors," 
"incompetent  housewife,"  "Suicidal  tendency,"  "Unfit 
to  bring  up  her  children, "  "Sanitary  menace,"  "Legally 
declared  incompetent, "  "  Dangerous  to  community,  assaults 
on  slightest  provocation,"  etc. 

Sojourn  in  Institutions. — Treatment  Required. 

We  may  now  proceed  to  a  further  analysis  of  the  material. 
Table  12  shows  the  amount  of  institutional  provision  that 
has  been  available  for  the  "  abnormal 1 '  cases  included  in 
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the  enumeration.  The  figures  in  this  table  may  be  com- 
pared with  those  given  in  Table  13  in  which  the  cases  are 
classified  according  to  whether  they  have  been  judged-  to 
require  institutional  care,  or  other  treatment,  or  no  treat- 
ment. In  Table  14  the  history  of  sojourn  in  institutions  is 
given  as  in  Table  12,  the  material  being,  however,  further 
subdivided  so  as  to  show  that,  while  fairly  ample  institu- 
tional provision  has  been  made  for  some  types  of  cases, 
relatively  very  inadequate  provision  is  available  for  others, 
the  distinction  being  made  evidently  on  the  basis  of  aca- 
demic diagnosis  or  legal  considerations;  thus  recoverable, 
recurrent,  chronic,  and  syphilitic  psychoses  have  received 
institutional  care  in  75.8  per  cent  of  all  cases, — probably  in 
nearly  all  cases  in  which  it  was  required;  whereas  cases  of 
arrested  development  and  the  4 1  disorders  of  uncertain  nature 
or  etiology"  received  such  care  to  the  extent  of  only  31.3 
per  cent.  These  figures,  moreover,  do  not  tell  the  whole 
story :  they  refer  only  to  the  amount  of  institutional  provi- 
sion and  not  to  its  quality.  While  for  the  so-called  insane 
the  institutional  provision  in  this  State  is  of  a  kind  well 
suited  to  their  needs,  other  cases  of  mental  abnormality  are 
either  without  institutional  provision  or  cared  for  in  institu- 
tions not  well  suited  to  their  needs.  For  instance,  cases  of 
arrested  development  were  found,  for  the  most  part,  not  in 
institutions  planned  and  established  for  their  care  but  in 
such  places  as  Auburn  Prison,  Clinton  Prison,  Great 
Meadow  Prison,  Sing  Sing  Prison,  Elmira  Reformatory, 
Hudson  Reformatory,  Catholic  Protectory,  New  York 
County  Penitentiary,  Nassau  County  Jail,  Hempstead  Poor 
Farm  (almshouse),  Jones  Institute  (almshouse),  House  of 
the  Good  Shepherd,  orphan  asylums,  etc. 

Thus,  the  contrast  between  the  percentage  of  cases  now 
or  formerly  in  institutions  and  those  judged  to  require  insti- 
tutional care  (41.6  per  cent  and  59.4  per  cent  respectively), 
would  be  much  greater  if  only  appropriate  institutional  care 
were  taken  into  consideration. 

Perhaps  it  should  be  added  that  the  judgment  as  to  the 
need  of  institutional  care  is,  in  most  cases,  not  that  of  the 
Survey  alone  but  of  the  local  police,  charitable,  and  other 
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Table  12. 


History  of  Sojourn 
in  Institutions. 

intensive 
Districts. 

In  County 
at  Large. 

Total. 

No. 

Per 

cent. 

No. 

Per 
cent. 

No. 

Per 
cent. 

Now  or  formerly  in  institutions.  . . 

33 

19.4 

629 

44.2 

662 

41.6 

127 

74.7 

747 

52.6 

874 

54.9 

10 

5.9 

46 

3.2 

56 

3.5 

Table  13. 


Treatment  Required. 

Intensive 
Districts. 

In  County 
at  Large. 

Total. 

No. 

Per 
cent. 

No. 

Per 
cent. 

No. 

Per 
cent. 

74 

43.5 

872 

61.4 

946 

59.4 

68 

40.0 

386 

27.1 

454 

28.5 

28 

16.5 

164 

11.5 

192 

12.1 

officials  as  well.  A  conservative  and,  as  far  as  possible, 
unanimous  judgment  was  aimed  at.  Only  where  institu- 
tional care,  and  it  alone,  seemed  to  be  the  measure  most 
necessary  and  beneficial  either  for  the  welfare  of  the  subject 
under  consideration  or  that  of  the  community,  was  it  put 
down  as  the  treatment  required.  The  mere  need  of  custody 
or  continued  medical  treatment  was  in  no  case  considered 
sufficient  for  the  recommendation  of  institutional  care, 
unless  such  custody  or  treatment  in  acceptable  form  was 
not  otherwise  available  through  friends  or  relatives.  Where 
institutional  care  was  recommended  permanent  care  of  that 
kind  was  by  no  means  necessarily  implied.  On  the  con- 
trary, a  great  many  of  the  cases,  especially  among  those  of 
inebriety  and  criminal  tendency,  could,  after  a  variable 
period  of  institutional  sojourn,  be  paroled  under  supervision, 
to  be  returned  to  the  institution  only  in  the  event  of  a  new 
need  for  such  a  step  arising  following  their  parole. 
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Certain  other  details  pertaining  to  the  cases  which  have 
been  judged  to  require  institutional  care  may  prove  of  prac- 
tical interest  and  are  given  in  Tables  15,  16,  17  and  18. 


Table  15.   Amount  of  Institutional  Care  Actually  Avail- 
able for  Cases  Judged  to  Require  it. 


Intensive 

In  County 

Totals. 

Districts. 

at  Large. 

Now  in  institutions  

8 

357 

365 

Have  been  in  institutions,  now  at 

21 

216 

237 

Past  sojourn  in  institution  unascer- 

35 

7 

28 

Have  never  been  in  an  institution . 

38 

271 

• 

309 

74 

872 

946 

Table  16.    Rough  Classification  of  Cases  Judged  to  Require 

Institutional  Care  and  Not  Receiving  it. 

Intensive 

In  County 

Totals. 

Districts. 

At  Large. 

10 

98 

108 

21 

168 

189 

1 

6 

7 

Other  psychopathic  groups  

34 

243 

277 

66 

515 

581 

We  have  already  pointed  out  the  circumstance  that  where 
institutional  care  is  or  has  been  available,  it  is  not  always 
of  a  kind  appropriate  for  the  treatment  of  psychiatric  cases, 
such  as  are  represented  in  our  material.  Statistics  pertain- 
ing to  this  point  are  submitted  in  Table  18.  The  totals  in 
that  table  exceed  the  number  of  persons  represented,  the 
reason  being  that  often  two  or  more  different  kinds  of  insti- 
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Table  17.    Forms  of  Social  Maladjustment  of  Cases  Judged 
to  Require  Institutional  Care  and  Not  Receiving  it. 


Intensive 

Districts. 

In  County  at  Large. 

Primary 
Item. 

Secondary 
Item. 

Primary 
Item. 

Secondary 
item. 

Retardation  in  school. . . . 

5 

1 

50 

7 

Truancy,  unruliness,  etc. 

2 

8 

11 

Sex  immorality  

18 

22 

63 

72 

2 

12 

3 

10 

22 

65 

4 

13 

69 

119 

33 

9 

207 

30 

1 

5 

2 

1 

Domestic  maladjustment. 

12 

5 

93 

1 

3 

3 

2 

76 

13 

1 

7 

Totals  

67 

75 

514 

426 

tutional  care  have  been  given,  as,  for  instance,  in  the 
following  cases: 

Survey  Case  No.  5995.  Male,  age  23.  Was  at  Children's  Home, 
Mineola,  from  early  childhood  until  10  years  of  age;  at  the  State  Agri- 
cultural and  Industrial  School,  Industry,  1  year;  at  the  Kings  Park 
State  Hospital  since  February,  1914. 

Survey  Case  No.  6055.  Female,  age  23.  Was  at  the  Kings  Park 
State  Hospital  from  May  to  September,  1910  and  again  from  August, 
1911  to  July,  1912;  at  Brunswick  Home  in  1914;  at  Letchworth 
Village  since  August,  1915. 

Survey  Case  No.  6120.  Female,  age  40.  Was  at  the  Hempstead 
Poor  House  several  months  in  1914;  at  the  Kings  Park  State  Hospital 
since  September,  1914. 
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Survey  Case  No.  6138.  Male,  age  46.  Since  1902  has  been  in  the 
following  institutions:  Private  sanatorium,  Westport,  Conn.,  Bloom- 
ingdale  Hospital,  River  Crest  Sanitarium,  Manhattan  State  Hospital 
and  Kings  Park  State  Hospital;  discharged  as  "much  improved"  in 
December,  1915. 

Survey  Case  No.  6505.  Female,  age  34.  Was  in  New  York  State 
Reformatory  for  Women,  Bedford,  from  1898  to  1901;  New  York  Peni- 
tentiary 6  months  in  1905  and  again  in  1915;  Nassau  County  Jail  3 
months  in  1916. 

Survey  Case  No.  6771.  Male,  age  35.  Was  committed  to  Sing 
Sing  Prison  in  February,  1915;  transferred  to  the  Dannemora  State 
Hospital  for  Insane  convicts  in  May,  1916. 

Survey  Case  ATo.  6788.  Female,  age  24.  Was  at  the  New  York 
State  Training  School  for  Girls,  Hudson,  5  years;  at  the  New  York 
Penitentiary,  6  months;  later,  for  a  brief  term  at  the  Nassau  County 
Jail;  1  year  at  Brunswick  Home,  1914-1915;  since  then  at  the  State 
Custodial  Asylum  for  Feeble-Minded  Women,  Newark. 

Table  18.    Kinds  of  Institutional  Care  Actually  Available 
or  Given  in  the  Past  to  662  Cases. 


State  hospitals  for  the  insane  

Private  sanatoriums  

State  hospitals  for  the  criminal  insane  

Lock-ups  or  jails  

Penitentiaries..  

State  prisons  

Reformatories  

Training  schools  for  delinquent  children  

State  institutions  for  feeble-minded  or  epileptic. 

Almshouses  

Private  institutions,  at  expense  of  the  County. 


Totals 


Intensive 
Districts. 


43 


In  County 
at  Large. 


7 

203 

3 

44 

1 

6 

17 

123 

3 

20 

2 

33 

4 

24 

3 

36 

42 

62 

3 

109 

702 
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Some  idea  of  the  manner  of  living  of  those  who  have  been 
judged  to  require  institutional  care  and  are  not  receiving  it 
may  be  gained  from  the  following  brief  abstracts  of  a  few 
typical  cases: 

Survey  Case  No.  183.  Male,  age  63.  Arrest  of  development.  So- 
ciologically classified  as  Other  groups:  sanitary  menace.  Lives  in  a 
rough  board  shack  on  Mill  Road,  Hempstead,  on  the  edge  of  a  dump; 
called  "Brooms"  by  the  people  in  the  neighborhood  because  he  used 
to  sell  brooms;  now  makes  a  living  by  hauling  ashes  and  cleaning 
cess  pools.  He  is  extremely  dirty,  hair  is  long  and  matted,  dirt  is 
caked  on  face  and  arms;  cooks  his  food  in  the  shack  where  the  flies 
are  very  numerous;  the  whole  locality  has  a  very  offensive  odor. 

Survey  Case  No.  522.  Male,  age  11.  Arrest  of  development,  low 
grade.  Has  a  large  head,  but  is  otherwise  not  abnormal  physically. 
Does  not  speak  plainly,  can  not  count  above  ten,  can  not  read,  has  to 
be  dressed  and  undressed,  can  not  button  his  clothing,  can  not  name 
the  days  of  the  week.  Irritable  and  easily  frightened;  became  appre- 
hensive when  field  worker  called,  tried  to  leave  the  room  and  cried 
and  struggled  when  parents  restrained  him.  Was  at  the  Home  for 
Blind,  Crippled  and  Defective  Children  at  Port  Jefferson  for  several 
months,  1913-1914.  Could  be  benefited  by  appropriate  systematic 
training  in  an  institution. 

Survey  Case  No.  1457.  Female,  age  22.  Illiterate  colored  girl,  a 
rather  low  grade  imbecile;  relatives  somewhere  in  Virginia,  she  does 
not  know  where;  has  had  at  least  two  illegitimate  children,  both  of 
whom  died  mainly  because  she  was  not  capable  of  giving  them  proper 
care.    She  is  utterly  unprotected. 

Survey  Case  No.  1699.  Male,  age  65.  Deteriorating  psychosis  sug- 
gestive of  dementia  prsecox.  States  he  received  a  good  education  in 
German  universities,  was  an  officer  in  the  army,  later  became  a  farmer. 
Emigrated  to  this  country  in  the  80's  and  farmed  in  various  places  in 
New  Jersey.  At  one  time  owned  a  hotel  in  New  Jersey  worth  S100,000, 
which  he  lost  in  six  months,  following  the  closing  of  a  race  track  on 
which  he  depended  for  patronage.  He  then  worked  as  a  farm  laborer 
and  later  for  two  years  traveled  over  the  country  with  a  wagon  and 
grindstone  sharpening  knives;  traveled  in  this  way  through  the  mid- 
dle and  far  west  and  the  south.  For  past  seven  years  has  lived  in 
Nassau  County  doing  odd  hauling  and  scavenger  work;  also  gathers 
wood  and  sells  it.  Lives  in  an  abandoned  farm  house  without  furni- 
ture; has  a  horse  which  occupies  one  room  and  a  mule  in  a  little  shack 
in  the  rear.  Is  dependent  on  the  neighboring  farmers  for  vegetables 
for  his  food  and  wears  their  cast-off  clothing.  Has  been  arrested  in 
Lynbrook  for  cruelty  to  his  mule  and  sentenced  to  30  days  in  jail. 
Has  thirteen  living  children,  the  nearest  one  in  Jamaica,  who  will  not 
contribute  toward  his  support. 
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Survey  Case  No.  3837.  Male,  age  28.  Imbecile;  very  unruly;  they 
"could  do  nothing  with  him  either  in  public  or  private  school.  Un- 
cleanly, soils  himself.  Is  easily  irritated,  flies  into  a  rage  and  throws 
objects;  has  struck  his  sister  at  different  times  injuring  her  so  that  it 
was  necessary  to  call  a  physician.  His  language  is  vile,  he  is  not  per- 
mitted to  come  into  the  village  stores.  He  masturbates;  has  exposed 
himself  repeatedly  to  his  two  young  nieces;  has  to  be  watched  con- 
stantly as  he  makes  persistent  attempts  to  rape  them;  one  night  was 
caught  in  their  room  five  times.  Is  getting  worse  all  the  time. "  Sev- 
eral months  after  the  Survey  was  completed  he  was  committed  to  the 
Kings  Park  State  Hospital,  but  was  soon  discharged  as  a  case  of  im- 
becility, not  insane  within  the  meaning  of  the  statutes.  Is  to  be  taken 
care  of  at  the  Brunswick  Home  at  the  expense  partly  of  his  relatives 
and  partly  of  the  County,  until  a  vacancy  becomes  available  in  one  of 
the  State  institutions  for  the  feeble-minded. 

Survey  Case  No.  4614.  Male,  age  58.  Both  parents  were  intem- 
perate. Subject  was  bright  and  efficient,  ran  a  dairy  and  poultry  farm 
in  Floral  Park,  until  about  the  age  of  30,  when  he  began  to  drink  to 
excess;  has  been  since  then  the  village  drunk;  arrested  "countless 
times"  for  disorderly  conduct;  is  naturally  of  a  kindly  disposition, 
but  when  drunk — which  is  almost  every  day — beats  his  wife  and 
quarrels  with  anyone  who  crosses  him. 

Survey  Case  No.  5283.  Male,  age  7.  A  feeble-minded  colored  boy, 
an  illegitimate  child;  father's  whereabouts  unknown;  lives  with  his 
feeble-minded  mother  in  one  of  the  worst  districts  in  Port  Washington; 
has  no  proper  guardianship. 

Survey  Case  No.  6606.  Male,  over  50  years  old.  Acquired  prop- 
erty when  he  first  came  to  Floral  Park,  but  became  intemperate  and 
seven  years  ago  mortgaged  and  lost  his  house  for  drink:  has  been 
known  to  sell  his  coat  and  other  clothing  for  liquor.  Gets  drunk 
whenever  he  can  get  money  in  any  way.  Has  been  arrested  many 
times  for  being  drunk  and  disorderly  and  once  for  attempting  to  shoot 
his  wife.  She  works,  pays  the  rent,  and  supports  him;  pays  his  fines 
whenever  he  is  arrested  and  so  keeps  him  out  of  jail.  He  has  thrown 
her  down  stairs  and  has  broken  her  leg,  and  has  attempted  to  kill  her 
with  a  carving  knife. 

Survey  Case  No.  7339.  Female,  age  44.  Chronic  psychosis  (de- 
mentia praecox) ;  sociologically  classified  under  ' '  No  maladjustment. ' ' 
Up  to  about  a  year  ago  worked  as  a  domestic  and  got  along  well.  One 
night  in  October,  1915,  suddenly  got  a  scare,  imagined  a  man  was  hav- 
ing sexual  intercourse  with  her,  became  excited,  called  her  mistress. 
Has  been  treated  by  a  doctor  but  shows  no  improvement;  imagines 
every  day  she  is  being  assaulted;  has  become  over-religious,  runs  to 
church  three  or  four  times  a  day;  talks  of  her  trouble  to  everybody, 
not  feeling  ashamed,  at  times  even  laughs  and  jokes  over  it.  Has  be- 
come run  down  physically  and  is  now  quite  emaciated.  Physicians 
have  advised  her  to  go  to  a  State  hospital,  but  she  refuses. 
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Comparison  of  Intensive  Districts  with  County 
at  Large. 

As  bearing  on  the  question  of  method  it  will  be  interest- 
ing now  to  compare  the  findings  in  the  intensive  districts 
with  those  in  the  county  at  large. 

The  total  number  of  persons  investigated  in  the  four 
intensive  districts  was  4,668;  of  these  170  were  judged  to 
be  mentally  "  abnormal," — 36.4  per  1,000.  In  the  county 
at  large  the  population  is  111,159  (obtained  by  deducting 
from  the  total  population,  as  given  by  the  1915  New  York 
State  Census,  the  population  of  the  intensive  districts,  as 
determined  by  the  Survey  enumeration);  of  these  1,422 
were  judged  to  be  mentally  "abnormal," — only  12.8  per 
1,000.  This  contrast  is  due  to  a  number  of  causes,  some 
of  which  are  known  to  us. 

In  the  first  place,  it  is  probable  that  a  much  higher  propor- 
tion of  abnormal  cases  actually  exists  in  the  intensive  districts 
than  in  the  county  at  large;  it  will  be  recalled  that  some 
notoriously  bad  neighborhoods  were  included. 

In  the  second  place,  many  cases  at  large  in  the  county 
could  not  be  found  either  because,  in  obtaining  leads,  exact 
addresses  were  not  available  or  because  the  subjects  had 
moved  and  their  new  addresses  were  not  known;  in  the 
intensive  districts  no  such  losses  were,  of  course,  incurred 
in  the  enumeration. 

In  the  third  place,  in  the  intensive  districts  many  cases 
were  found  and  included  among  those  judged  to  be  "  abnor- 
mal ' '  which  were  of  lesser  significance  from  the  sociological 
standpoint  than  most  others,  cases  which,  in  the  county  at 
large,  were  not  included  in  the  enumeration  for  the  reason 
that  our  leads  to  abnormal  material  there  were  almost 
exclusively  sociological  ones.  Thus  14.7  per  cent  of  all 
"abnormal"  cases  in  the  intensive  districts  and  only  9.7 
per  cent  in  the  county  at  large  were  cases  showing  ' '  no 
maladjustment"  (Table  9);  similarly,  only  19.4  percent 
of  all  "abnormal"  cases  in  the  intensive  districts  had  a 
history  of  sojourn  in  institutions,  while  as  many  as  44.2  per 
cent  in  the  county  at  large  had  a  similar  history  (Table  12) ; 
also,  with  reference  to  "treatment  required,"  only  43.5  per 
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cent  of  the  "abnormal  "  cases  in  the  intensive  districts  were 
judged  to  be  in  need  of  institutional  care,  while  for  the  cases 
in  the  county  at  large  the  percentage  was  61.4  (Table  13). 

In  the  fourth  place,  in  the  county  at  large  abnormal  cases 
that  might  have  been  found  by  a  systematic  investigation 
of  the  school  population  were  not  included,  excepting  as 
leads  to  them  were  available  through  the  other  sources 
of  information.  The  work  done  in  the  schools  will  be  dis- 
cussed briefly  in  a  separate  section  of  this  report.  Suffice 
it  to  say  here  that,  on  the  basis  of  the  material  brought  to 
light  by  the  plrysicians  of  the  U.  S.  Public  Health  Service 
who  did  that  work,  it  is  estimated  that  400  abnormal  cases 
should  be  added  to  the  Survey  enumeration  for  the  county 
at  large  to  make  allowance  for  this  omission.  This  would 
bring  the  proportion  of  abnormal  cases  up  to  16.4  per  1,000 
of  total  population  thus  considerably  reducing  the  contrast 
between  the  intensive  districts  and  the  county  at  large. 

It  would  appear,  then,  that  the  enumeration  in  the  inten- 
sive districts  has  been  more  nearly  complete,  although  even 
there  the  homeless  individuals  were,  for  the  most  part,  not 
found;  the  cases,  however,  which  are  brought  to  light  by 
the  intensive  method  of  investigation,  and  not  that  employed 
for  the  county  at  large,  are  to  a  great  extent  of  little  or  no 
significance  from  the  sociological  standpoint. 

Should  similar  surveys  be  undertaken  elsewhere,  the 
experience  had  in  connection  with  the  present  survey  would 
raise  the  question  whether  the  investigation  be  made  by  the 
intensive  plan,  or  by  the  general  plan,  or,  as  in  the  present 
Survey,  by  a  combination  of  both.  A  general,  unqualified 
recommendation  could  hardly  be  made:  everything  depends 
on  the  special  objects  in  view. 

The  advantages  of  the  intensive  method  are,  mainly,  a 
closer  approach  to  completeness,  the  availability  of  normal 
material  for  standards  and  comparisons,  and  better  coopera- 
tion of  informants,  no  one  being  specially  selected  for 
investigation  on  grounds  of  suspected  mental  abnormality. 

Its  disadvantages  are  its  costliness  and  the  impracticabil- 
ity of  applying  it  to  large  samples  of  the  population  of  a 
given  county  or  State;  general  conclusions  drawn  from 
small  samples  are  almost  sure  to  be  more  or  less  incorrect. 
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The  advantages  of  the  general  plan  are,  its  comparative 
inexpensiveness  and  the  resulting  availability  of  a  register 
containing  the  names  and  addresses  of  nearly  all  those 
abnormal  subjects  in  the  entire  county  or  State  whose 
abnormalities  are  of  great  sociological  significance,  and  not 
merely,  as  from  an  intensive  examination  of  a  selected 
sample  of  population,  of  an  estimate  of  the  number. 

The  disadvantages  of  the  general  plan  need  hardly  be 
discussed  at  length,  as  they  may  be  inferred  from  what  has 
already  been  said:  the  enumeration  is  not  so  thorough;  no 
normal  material  is  made  available  for  standards  and  com- 
parisons; full  cooperation  of  informants  is  at  times  difficult 
to  secure. 

In  municipalities  with  a  population  not  exceeding  25,000, 
perhaps  the  intensive  method,  applied  to  the  entire  popula- 
tion a?id  not  to  a  selected  sample,  is  to  be  preferred;  for  large 
and  populous  counties  or  for  entire  States,  perhaps,  the 
general  method;  under  other  conditions,  perhaps,  a  com- 
bination of  both. 

A  Side-Light  on  Heredity  as  an  Etiological  Factor. 

It  has  not  been  a  part  of  the  object  of  this  Survey  to  make 
studies  of  the  etiology  of  mental  disorders;  such  studies  can 
be  better  made  by  concentrating  attention  on  specially 
selected  and  limited  material  in  relation  to  specific  problems. 
Our  own  material,  however,  treated  statistically,  throws  a 
side-light  on  questions  of  etiology  which  lesser  amounts 
of  material,  however  thoroughly  investigated,  would  not  be 
likely  to  afford.  Particularly  striking  is  the  indicated 
measure  of  heredity  as  an  etiological  factor. 

The  total  number  of  "doubtful  "  and  "  abnormal  "  cases 
included  in  the  enumeration  was  2,175.  Of  these  372  had 
no  living  near  relatives  in  the  county,  i.  e.,  either  11  normal  " 
or  "abnormal."  This  leaves  1,803  "doubtful"  and 
"abnormal"  cases  having  near  relatives  living  in  the 
county  and,  for  the  most  part,  accessible  to  investigation. 
Of  these  436  had  only  "normal"  near  relatives,  while  the 
remaining  1,367  occurred  in  355  family  groups  containing 
from  2  to  56  "  doubtful."  and  "abnormal"  cases  each. 
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And  yet  this  striking-  showing  is  but  an  underestimate  of 
the  truth,  as  might  be  judged  from  the  following  considera- 
tions: (1)  A  good  many  of  the  436  "doubtful"  and 
"abnormal"  cases  having  only  "normal"  near  relatives 
living  in  the  county  had  but  one  or  two  relatives  altogether 
living  there,  the  major  part  of  the  family  being  either  dead 
or  outside  of  the  county  and  therefore  not  investigated  by 
us.  (2)  A  good  many  had  mainly  or  solely  young  relatives, 
— their  children —  living  in  the  county;  among  these  were 
counted  as  "normal"  many  cases  which  will  eventually 
prove  to  be  "abnormal,"  their  abnormalit3T  being  now 
merely  latent.  (3)  Many  cases  which  had  only  "normal" 
near  relatives  living  in  the  county  were  accompanied  by 
family  histories  referring  to  relatives,  living  mother  counties, 
or  dead,  who  were  "abnormal"  mentally;  and  the  same  is 
true  of  the  cases  in  which  1 '  abnormal ' '  relatives  were  found 
in  the  county  but  for  which  the  proportion  of  abnormality 
in  the  family  would  have  been  found  higher  if  their  abnor- 
mal relatives  residing  outside  the  county  had  been  included. 
(4)  Finally,  in  some  cases  the  near  relatives  of  "doubtful  " 
or  1 1  abnormal ' '  subjects  were  not  investigated  by  the  Survey 
representatives,  either  because  of  being  inaccessible,  or  of 
refusing  to  cooperate,  or,  towards  the  last  of  the  period 
assigned  for  the  field  work,  for  lack  of  time  in  which  to  do 
it.  These  "relatives  who  were  not  seen  were  not  counted; 
yet  some  of  them  would  probably  have  been  found  on 
investigation  to  be  "doubtful"  or  "abnormal,"  judging 
from  our  experience  in  other  cases  under  similar  conditions. 

Thus  our  material  can  be  regarded  as  an  addition  to  the 
already  ample  evidence  showing  that  in  the  causation  of 
mental  disorders  heredity  appears  as  a  highly  important 
factor.  The  practical  bearing  of  this  is  mainly  in  connec- 
tion with  the  advocacy  of  institutional  care  for  some  of  the 
"abnormal"  cases  that  are  now  at  large.  Although  the 
advocacy  of  such  care,  in  our  opinion,  can  properly  be  based 
only  on  considerations  of  the  welfare  of  the  individual  or 
protection  of  the  community  against  imminent  harm,  an 
additional  benefit  for  mental  hygiene,  by  the  prevention  of 
bad  heredity,  would  often  result  as  a  by-product;  and  it  is 
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perhaps  not  too  much  to  say  that  in  the  course  of  generations 
the  by-product  may  come  to  be  more  highly  valued  than 
the  main  product. 

The  factor  of  bad  heredity  may  be,  of  course,  more  fully 
measured  by  studies  of  old  resident  native  families,  in  which 
mental  abnormalities  exist,  than  of  other  material.  We 
submit  in  Chart  5  and  the  accompanying  legend  the  pedigree 
of  one  of  the  families  investigated  by  the  Survey;  it  would 
seem  to  require  no  comment;  and  it  is  but  a  sample  of  what 
was  daily  before  our  eyes.  As  the  finding  is  not  new  it 
would  be  superfluous,  it  seems  to  us,  to  burden  this  report 
with  more  charts  and  pedigrees.  Our  material  will  be 
accessible  to  any  one  who  may  wish,  for  scientific  purposes, 
to  have  a  more  detailed  idea  of  it  than  may  be  gained  from 
the  reading  of  this  report;  arrangements  have  been  made 
to  file  it  in  the  Eugenics  Record  Office  at  Cold  Spring 
Harbor,  N.  Y.,  and,  by  having  copies  made,  to  file  a  part 
of  it  also  in  the  office  of  the  Nassau  County  Association  at 
Mineola,  N.  Y. 

LEGEND  TO  ACCOMPANY  CHART  5. 

1.  Age  50  years;  deceitful;  husband  is  a  bay  man;  she  has  to  have 

aid  from  the  town;  said  to  be  sexually  immoral;  in  Binet  tests 
misses  one  of  the  absurdities  (10  year  test),  can  not  use  three 
words  to  make  a  sentence,  and  fails  in  some  other  tests  of 
over  10  year  level.  Can  not  give  year  of  her  birth;  said  the  first 
president  was  ' '  Abraham  Linton  ' ' ;  could  not  tell  who  was  the 
civil  war  president;  could  not  tell  what  countries  are  now  at 
war;  could  not  name  five  cities  in  this  country. 

2.  Age  13  years ;  illiterate,  as  he  is  an  unteachable  idiot ;  did  not 

walk  until  8  years  of  age;  can  not  speak,  but  makes  a  noise; 
cruel  toward  other  children  and  has  to  be  watched. 

3.  Age  35  years;  born  in  Nassau  County;  both  parents  also  born  in 

Nassau  County;  she  can  not  read  or  write;  "children,  home 
and  her  own  person  dirty  and  neglected";  fails  in  all  Binet 
tests  but  two  (giving  60  words  and  repeating  sentence  of  29 
syllables)  above  10  year  level;  authorities  have  warned  her 
that  her  children  would  be  taken  away  on  account  of  improper 
guardianship  unless  she  gave  them  better  care. 

4.  Age  42  years;  subject  and  both  parents  born  in  Nassau  County; 

reads  only;  bay  man;  known  as  shiftless,  will  not  work  steadily; 
will  not  cooperate  in  Binet  tests  ;  could  not  remember  his 
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youngest  child's  name;  knows  nothing  of  current  events;  his 
children  are  neglected  and  not  sent  to  school;  has  served  five 
days  in  jail  for  a  health  board  offense  in  connection  with  one  of 
his  children. 

5.  Age  44;  illiterate;  bayman;  cranky  disposition,  beats  wife  and 

children;  notoriously  immoral,  said  to  be  a  "white  slaver"; 
earnings  very  irregular  and  low,  does  not  support  his  family; 
intemperate  and  has  been  arrested  repeatedly,  all  neighbors 
say  he  should  be  shut  up.  One  of  his  daughters  was  given 
six  dollars  by  the  father  of  her  illegitimate  child  to  get  out  of 
the  town;  subject  heard  of  this  and  beat  his  daughter  when  she 
refused  to  give  him  the  money.  It  is  said  that  he  made  his 
two  eldest  daughters  go  into  prostitution  when  they  were  very 
young  and  bring  the  money  to  him;  "low  grade  of  intelli- 
gence"; does  poorly  in  tests;  can  not  make  change  (10-4, 
15-12,  25-4) ;  fails  to  detect  some  of  the  absurdities  (10  year 
tests) ;  measures  scarcely  over  10  years;  could  not  tell  when 
was  Christmas,  in  what  year  he  was  born,  what  countries  were 
at  war,  etc. 

6.  Exact  age  unknown,  probably  somewhat  under  40 ;  subject  and 

both  parents  born  in  Nassau  County;  illiterate;  very  intemperate 
and  notoriously  immoral;  incompetent  housewife  and  mother; 
intelligence  scarcely  up  to  8  year  level;  can  not  recite  the  days 
of  the  week  or  the  months  of  the  year. 

7.  Age  46  years;  illiterate,  but  of  very  fair  native  intelligence;  did 

well  in  Binet  tests  and  in  general  test  questions  (see  Section  1) . 
Is  not  married,  but  lives  with  a  woman  and  has  an  illegitimate 
child  by  her;  very  surly,  irritable  and  quarrelsome,  abusive 
toward  the  woman  with  whom  he  is  living;  has  been  arrested 
and  served  thirty  days  in  jail  for  fighting;  is  a  general  laborer, 
but  works  very  unsteadily;  house  is  very  dirty;  he  is  a  heavy 
drinker,  noisy  and  disorderly;  he  and  his  woman  often  drink 
and  fight  at  night  and  disturb  the  neighbors. 

8.  Age  48  years;  reads  and  writes  only;  is  a  laborer,  but  shiftless  and 

dirty  and  works  very  unsteadily;  house  dirty  and  neglected; 
he  does  not  pay  his  bills;  temperament  described  as  ugly  and 
brutal;  is  very  intemperate  and  has  been  arrested  twice;  was 
drinking  at  time  of  visit  of  Survey  representative;  refused  to 
cooperate  in  intelligence  tests. 

9.  Age  45  years;  born  in  Nassau  County;  both  parents  born  on  Long 

Island;  illiterate,  "did  not  go  long  to  school  ";  is  a  laborer  in 
a  lumber  yard,  earns  about  ten  dollars  a  week,  and  shows  socio- 
logically no  maladjustment;  is,  however,  of  a  very  low  degree 
of  intelligence,  scarcely  over  7  year  level;  can  recite  days  of 
the  week  and  months  of  the  year,  but  can  not  repeat  five  digits 
and  can  not  count  backwards  from  20  to  1;  fails  in  all  tests 
above  9  year  level  and  in  all  general  questions  (see  Section  1). 
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10.  Age  29  years;  subject  and  both  her  parents  born  in  Nassau  County; 

has  had  an  incomplete  common  school  education,  "  did  net  like 
school ' 1 ;  has  been  married  a  little  over  a  year,  but  has  an  ille- 
gitimate child  five  years  of  age;  ''I  kept  company  with  Wm. 
S.  four  months;  he  got  me  into  trouble  and  then  left."  De- 
scribed by  field  worker  as  a  "loud  voiced,  cursing  woman." 
Is  of  rather  inferior  intelligence;  repeats  five  digits  only  once 
out  of  three  times  correctly  ;  occasionally  makes  change 
wrongly  (25-4?  Ans.  23  or  24) ;  can  not  repeat  six  digits;  fails 
in  most  Binet  tests  over  the  10  year  level.  Could  not  give  the 
year  of  her  birth,  nor  tell  who  is  president,  nor  what  countries 
are  at  war.  When  asked  to  give  five  cities  in  the  United  States 
could  mention  only  "  New  York  and  Long  Island  City." 

11.  From  all  reports  a  normal  man;  not  married  to  subject  repre- 

sented by  Xo.  10;  the  child  (Xo.  13  on  the  chart)  is  illegitimate. 

12.  Age  9>£  years;  began  to  go  to  school  at  8,  but  is  still  in  the  first 

grade,  as  he  was  left  back.  Measures  scarcely  above  7  year 
level  by  Binet  tests;  can  not  count  backwards  from  20  to  1,  nor 
recite  the  months  of  the  year,  nor  repeat  backwards  four  digits. 

13.  Age  5  years,  but  is  apparently  scarcely  up  to  3  year  level  of  in- 

telligence according  to  Binet  tests. 

14.  Age  9  years;  backward  in  school,  can  read  and  write  only,  this 

being  attributed  to  "nervousness,  headaches,  and  trouble  with 
her  eyes  "  which  interfere  with  her  studies.  Fails  in  one  of  the 
6  year  tests  (morning  or  afternoon?),  in  one  of  the  7  year  tests 
(repetition  of  five  digits),  in  two  of  the  S  year  tests  (counting 
backwards  from  20  to  1,  and  giving  difference  between  a 
butterfly  and  a  fly,  etc.),  and  in  all  of  the  9  year  tests. 

15.  Age  24  years;  good  natured,  industrious;  sociologically  "no  mal- 

adjustment "  Could  not  repeat  four  digits  backwards  (9 
year  test) ;  could  not  answer  correctly  "Why  should  we  judge 
a  person  more  by  his  actions  than  by  his  words?"  (10  year 
test) ;  could  not  repeat  six  digits  (10  year  test) ;  did  well, 
however,  in  remaining  10  year  tests  and  in  some  above  the  10 
year  level.  Answered  correctly  all  general  questions  (see  Sec- 
tion 1),  with  these  exceptions:  could  not  tell  when  Thanks- 
giving was,  who  was  the  first  president,  what  countries  were 
at  war  (naming  only  two) ,  and  could  not  give  five  cities  in  the 
United  States. 

16.  Age  22  years,  married,  but  has  a  bad  reputation  regarding  sex 

conduct ;  reads  and  writes  only  ;  shiftless,  untidy ;  lives  in 
shack  with  father  and  brothers  in  notoriously  bad  section  of 
the  town  known  as  ' '  Tigertown  " ;  at  the  time  of  visit  of 
representative  of  the  Survey  men  sat  in  front  of  the  house 
drinking  beer.  Could  not  tell  month  or  date  or  make  change 
(9  year  tests);  failed  also  in  10  year  tests;  could  not  tell  what 
countries  were  at  war. 
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17.  Age  14  years;  unteachable  idiot;  is  cared  for  in  a  private  institu- 

tion as  a  ward  of  the  town  (Brunswick  Home);  can  not  talk  or 
dress  or  feed  herself;  sits  all  day  in  a  high  chair;  helpless  and 
untidy;  screams  when  she  wants  anything. 

18.  Age  12  years;  is  backward  at  school;  intelligence  scarcely  up  to 

7  year  level  by  Binet  tests. 

19.  Age  8  years;  not  yet  at  school;  intelligence  at  about  5  year  level 

by  Binet  tests. 

20.  Age  16  years;  seems  to  be  normal. 

21.  Age  15  years;  was  in  second  grade  when  he  left  school,  but  can 

not  read  or  write;  very  bashful  and  childish;  speaks  indistinctly; 
intelligence  somewhat  below  8  year  level  by  Binet  tests. 

22.  Age  11  years;  backward  at  school;  reads  and  writes  only;  intelli- 

gence at  about  8%  year  level  by  Binet  tests. 

23.  Age  8  years;  bright,  active  boy-,  does  well  in  Binet  tests  in  marked 

contrast  with  his  two  brothers  and  his  sister  (Nos.  21,  22  and 
24  on  the  chart). 

24.  Age  5  years;  a  stubborn  child;  macrocephalic;  could  not  be  made 

to  cooperate  in  Binet  tests;  parents  recognize  the  child's  appa- 
rent abnormality;  father  said  the  boy  was  able  to  talk,  but  that 
he  rather  expected  that  he  would  refuse  to  cooperate  in  tests. 

25.  26,  and  27.    First  two  are  twins,  2  years  old;  last  is  an  infant  3 

months  old. 

28.  From  all  reports  a  normal  man;  not  married  to  subject  represented 

by  No.  29;  their  child  (No.  38  on  the  chart)  is  illegitimate. 

29.  Age  18  years;  left  school  at  15,  was  then  only  in  the  fourth  grade; 

backwardness  at  school  attributed  in  part  to  irregular  attend- 
ance and  lack  of  interest;  is  a  prostitute  and  has  had  one  ille- 
gitimate child  (No.  38  on  the  chart) .  Field  worker  reports  : 
"She  is  of  a  pleasing  appearance  and,  in  spite  of  her  past  record, 
I  think  that,  if  placed  in  good  surroundings,  she  could  be  made 
into  a  decent  girl. ' '  Binet  tests  given  later  show  her  to  be  slightly 
above  9  year  age  level  in  intelligence;  did  poorly  also  in  general 
questions  (see  Section  1);  could  not  tell  who  was  the  civil  war 
president,  what  countries  were  at  war,  how  far  Freeport  (where 
she  lives)  was  from  New  York  City,  and  could  not  name  five 
cities  in  the  United  States. 

30.  Age  20  years;  has  been  judged  to  be  a  moral  imbecile;  seems  to 

be  also  of  a  low  grade  of  intelligence,  but  would  not  cooperate 
in  Binet  or  other  tests;  is  intemperate  and  steals;  "has  been  a 
prostitute  since  a  very  young  girl;  is  guilty  of  all  the  vices 
that  accompany  that  life.  The  fact  that  her  sister  had  an  ille- 
gitimate child  amused  her  greatly;  showed  no  shame  of  her 
own  evil  life."    (Field  worker's  report.) 
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31.  Age  16  years;  left  school  at  15,  having  reached  only  the  fourth 

grade;  is  described  as  dull  and  shiftless;  scarcely  up  to  10  year 
level  in  intelligence  according  to  Binet  tests;  also  did  very 
poorly  in  general  questions;  could  not  tell  when  was  Christmas 
and  when  was  Thanksgiving;  who  the  president  of  the  United 
States  was,  or  the  first  president,  or  the  civil  war  president ;  or 
what  countries  were  at  war;  could  not  give  five  cities  in  the 
United  States;  did  not  know  how  far  Freeport  (where  he  lives) 
was  from  New  York  City. 

32.  Age  15  years;  is  very  backward  in  school,  being  only  in  the 

fourth  grade;  is  not  quite  up  to  9  year  level  in  intelligence 
according  to  Binet  tests ;  failed  on  all  but  one  of  the  general 
questions  (see  Section  1). 

33.  Age  12  years  ;  is  in  fourth  grade  and  doing  poorly  in  his  studies  ; 

"poor  showing  may  be  due  more  to  diffidence  than  stupidity  ' '; 
no  tests  were  given. 

34.  Age  10  years;  very  backward  in  school ;Bhas  been  three  years  in 

the  first  grade,  but  was  not  promoted  last  time;  considered  dull 
by  playfellows  ;  would  not  cooperate  in  tests. 

35.  36  and  37.    Ages  8,  6,  and  4  years  respectively;  eldest  child  is  only 

in  first  grade  at  school;  otherwise  these  children  seem  to  be 
normal ;  no  tests  were  given. 
38.  Illegitimate  child,  an  infant,  seemingly  normal. 
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SECTION  3.    THE  WORK  IN  THE  SCHOOLS. 

It  has  already  been  stated,  in  Section  1,  that,  owing  to 
the  poliomyelitis  epidemic,  and  some  other  circumstances, 
we  were  unable  to  undertake  that  part  of  the  work  which 
was  to  be  done  in  the  schools.  By  special  arrangement  a 
detail  of  physicians  from  the  U.  S.  Public  Health  Service 
undertook  that  work  in  the  following  school  districts : 
Herrick,  Hicksville,  Massapequa,  New  Hyde  Park,  Port 
Washington,  Oyster  Bay,  Rosl}Tn,  and  Syosset. 

A  total  of  2,500  pupils  in  the  public  schools  were  ex- 
amined; among  them  were  found  182  either  abnormal  or 
possibly  abnormal,  classified  by  Surgeon  Taliaferro  Clark, 
the  officer  in  charge  of  this  part  of  the  work,  as  in  the 
following  table  : 


Table  19.    "Abnormal"  and  "Doubtful"  Subjects  Found  in 

Schools. 


Male. 

Female. 

Total. 

23 

16 

39 

8 

2 

10 

1 

1 

2 

1 

1 

Probably  feeble-minded  

12 

2 

14 

59 

57 

116 

Total  

103 

79 

182 

In  a  communication  accompanying  the  statistical  material 
Dr.  Clark  offers  the  following  explanatory  remarks  concern- 
ing this  classification:  "Doubtless  a  number  of  children 
herein  classified  as  '  probably  feeble-minded  '  may  event- 
ually prove  to  be  mental  defectives.  It  could  not  be  posi- 
tively asserted  that  this  would  be  the  case  at  one  examination. 
1  Psychopathic  personality  '  includes  those  children  who 
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present  well  developed  intellectual  capacity,  but  unbalance 
in  the  volitional  and  emotional  fields.  The  '  retarded ' 
children  are  those  requiring  the  test  of  educ ability  to  deter- 
mine their  true  mental  states.  These  children  present 
considerable  discrepancy  between  their  chronological  and 
mental  age  at  the  time  of  examination.  So  many  factors 
contribute  toward  this  retardation,  and  such  favorable  im- 
pression was  made  on  the  respective  examiners  by  responses 
to  tests  other  than  Binet  that  it  is  felt  the  majority  of  these 
children  would  be  able  to  overcome  this  discrepancy  with 
special  individualized  training." 

It  is  evidently  to  be  judged  that  Dr.  Clark's  "probably 
feeble-minded"  and  " retarded "  groups  are  comparable  to 
the  "doubtful"  group  of  the  Survey,  but  with  perhaps  a 
larger  proportion  of  subjects  that  may  be  expected  eventually 
to  prove  to  be  normal. 

Among  the  residents  of  the  same  school  districts  were 
found,  in  the  course  of  the  Survey,  prior  to  the  investiga- 
tion in  the  schools,  116  "abnormal"  or  "doubtful" 
subjects  from  6  to  16  years  of  age.  Fourteen  of  these  (six 
"  abnormal  "  and  eight  "doubtful  ")  were  found  and  iden- 
tified as  "abnormal,"  or  possibly  so,  in  the  course  of  the 
school  investigation;  leaving  102  which  were  not  found  in 
the  schools.  It  is  possible  that  some  of  these,  when  encoun- 
tered in  the  schools,  were  judged  to  be  normal,  owing  to  the 
absence  of  any  clinical  history  other  than  the  children  them- 
selves could  furnish.  But  for  the  most  part  the  omissions 
are  to  be  accounted  for  by  some  children  not  being  sent  to 
school  before  the  age  of  8;  others  leaving  school  at  the  age 
of  14;  still  others  being  in  institutions  (orphan  asylums, 
protectories,  etc.);  others,  again,  being  too  defective  to  be 
sent  to  school;  and  the  remainder  playing  truant  or  being 
temporarily  absent  from  school  for  more  or  less  legitimate 
reasons.  The  point  established  by  this  experience  is,  obvi- 
ously, that  a  survey  of  children  in  the  schools  does  not 
constitute  a  survey  of  the  entire  population  of  children  of 
school  age;  and,  where  the  object  is  to  estimate  the  preva- 
lence of  mental  disorders  among  children,  perhaps  the  most 
significant  material,  quantitatively  as  well  as  qualitatively, 


210 


is  to  be  found  outside.  This  point  gains  emphasis  from  the 
consideration  that,  relatively  speaking,  school  attendance  is 
very  actively  enforced  in  Nassau  County;  and  that  there 
are  undoubtedly  many  localities  throughout  the  country  in 
which  still  greater  proportions  of  the  mentally  abnormal 
children  may  be  found  not  in  but  out  of  the  schools. 

The  Compulsory  Attendance  Law  in  this  State  provides 
that  children  mentally  and  physically  fit  shall  attend  school. 
With  the  exception  of  the  blind  children,  all  those  defective 
in  body  or  mind  do  not  come  within  the  field  of  compulsory 
school  attendance.  An  attempt  is  being  made  to  amend 
the  law  in  order  to  compel  the  attendance  of  all  children 
except  those  excused  by  school  officials.  The  Survey  find- 
ings show  clearly  the  need  of  such  an  amendment. 

The  material  collected  in  the  schools  renders  possible  an 
approximate  judgment  of  the  total  number  of  14  abnormal  " 
cases  for  the  entire  county  that  must  be  added  to  the  figures 
of  the  Survey  resulting  from  the  investigation  outside  of  the 
schools. 

The  total  registration  of  pupils  in  the  public  elementary 
schools  of  Nassau  County  for  the  year  ending  July  31,  1916 
was  20,625.  (Data  furnished  by  Dr.  James  S.  Cooley,  Su- 
perintendent of  Schools,  first  district.)  The  number  of 
pupils  in  the  parochial  schools  (New  Hyde  Park,  Rockville 
Center.  Elmont,  Floral  Park,  Hicksville,  Cedarhurst  and 
Glen  Cove;  was  1,128.  {Brooklyn  Daily  Eagle  Almanac, 
1917.)  This  makes  a  total  in  all  elementary  schools  in  the 
county  of  21,753. 

Ignoring  the  "probably  feeble-minded"  and  the  "re- 
tarded "  groups  in  Dr.  Clark's  classification,  as  correspond- 
ing to  the  11  doubtful' '  group  of  the  Survey,  and  deducting 
the  above  mentioned  six  duplicated  "abnormal"  cases, 
there  would  remain  46  "abnormal"  cases  in  a  total  of 
2,500  examined  in  the  schools  to  be  added  to  the  Survey 
enumeration.  Assuming  that  approximately  the  same 
proportion  would  hold  for  the  entire  school  enrollment  of 
the  county,  the  total  number  to  be  added  would  be,  by 
calculation,  400. 

This  figure  is,  of  course,  only  tentative.    Above  all,  it 
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may  be  questioned  if  the  material  found  in  the  schools  is 
strictly  comparable  with  that  brought  to  light  by  the  Survey 
in  the  county  at  large.  In  our  judgment  it  is  more  like  the 
material  gathered  by  the  Survey  in  the  intensive  districts, 
though  probably  differing  very  considerably  even  from  that. 
In  other  words,  as  between  the  method  of  investigation  pur- 
sued in  the  schools  and  that  pursued  by  the  Survey  in  the 
county  at  large,  there  is  a  difference  in  the  principle  under- 
lying the  respective  arbitrary  standards  adopted  for  distin- 
guishing mental  abnormality  from  normality;  in  the  school 
investigation  any  distinct  abnormality  found  with  the  aid  of 
psychological  tests  or  by  clinical  examination  was  counted, 
regardless  of  whether  a  given  case  was  of  grave,  or  slight,  or 
merely  potential  sociological  import;  whereas,  the  Survey 
aimed  to  bring  to  light  more  especially  the  cases  of  proved 
grave  sociological  import.  It  is  true  that  even  in  the  county 
at  large,  outside  of  the  intensive  districts,  we  found  138 
cases,  i.e.,  9.7  per  cent  of  all  "  abnormal  "  cases,  which  fell 
under  the  heading  "No  maladjustment;  "  but  there  is  every 
reason  to  believe  that,  were  our  method  adjusted  more  par- 
ticularly for  seeking  out  such  cases  a  much  greater  number 
of  them  would  have  been  brought  to  light. 

A  fuller  treatment  of  the  material  collected  in  the  schools 
will  not  be  attempted  here,  but  is  to  be  undertaken,  to- 
gether with  that  of  similar  material  collected  in  other  parts 
of  the  country,  byjjDr.  Clark  and  his  associates. 
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SECTION  4.  SUMMARY. 

1.  The  principal  question  raised  is  not,  What  is  the  per- 
centage of  "insane"  or  "feeble-minded,"  or  "mentally 
defective"  persons  in  the  population?  But  rather,  What 
instances  of  social  maladjustment,  sufficiently  marked  to 
have  become  the  concern  of  public  authorities,  are,  upon 
investigation,  to  be  attributed  mainly  or  in  large  measure 
to  mental  disorders? 

2.  Thus  the  main  object  of  the  Survey  was  to  study  the 
nature  of  the  relationship  between  social  maladjustments 
and  mental  disorders.  Accordingly  two  independent  sys- 
tems of  classification  were  adopted — a  medical  and  a  soci- 
ological one. 

3.  This  plan  has  brought  to  light,  on  the  one  hand, 
cases  clearly  abnormal  from  a  scientific  standpoint,  yet 
without  marked  social  maladjustment,  and,  on  the  other 
hand,  cases  of  marked  and  persistent  social  maladjustment, 
clearly  connected  with  psychic  anomalies,  yet  not  assignable 
to  any  of  the  groups  in  the  medical  classification,  except- 
ing, of  course,  that  of  "disorders  of  uncertain  nature  or 
etiology." 

4.  Standard  instructions  were  adopted  and  issued  to  the 
members  of  the  staff. 

5.  Nassau  County,  New  York,  was  selected  for  the  in- 
vestigation owing  to  its  small  area,  good  transportation 
facilities,  a  fairly  representative  composition  of  population, 
and  some  other  reasons. 

6.  The  staff  consisted  of  physicians  of  psychiatric  ex- 
perience, a  psychologist,  and  field  workers  of  at  least  col- 
legiate education  and  special  training  and  experience. 

7.  The  county  was  divided  into  14  districts  according 
to  means  of  transportation  by  steam  railroad  and  trolley 
lines. 

8.  The  first  stage  of  the  investigation  consisted  in  find- 
ing leads  to  cases  of  possible  mental  abnormality,  i.  e., 
provisional  lists  secured  from  the  State  Department  of 
Charities,  Nassau  County  Association,  Eugenics  Record 
Office,  practicing  physicians,  overseers  of  the  poor,  justices 
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of  the  peace,  police  justices,  district  attorney,  county  clerk, 
neighborhood  workers,  district  nurses,  truant  officers,  cler- 
gymen, old  residents,  and  many  other  persons. 

9.  The  second  stage  of  the  investigation  consisted  in 
efforts  to  secure  data  concerning  these  cases  sufficient  to 
establish  the  abnormality,  if  it  indeed  was  there,  and  to 
determine  at  least  roughly  its  nature. 

10.  The  investigation  included  not  only  the  persons 
judged  to  be  mentally  abnormal  but  also  their  near  relatives 
residing  in  the  county.  It  seemed  reasonable  to  assume 
that  among  the  near  relatives  of  abnormal  persons  might  be 
found  many  who  had  been  exposed  to  complexes  of  causes 
which,  whether  they  be  of  a  hereditary  or  environmental 
nature,  or  both,  were  similar  to  those  which  in  the  abnormal 
persons  had  produced  the  abnormality  and  the  failure  of 
social  adjustment. 

11.  Four  special  districts  with  a  total  population  of 
4,66S  were  selected  for  intensive  investigation,  i.e.,  a  house 
to  house  canvass  to  collect  information  concerning  every 
resident  of  these  districts. 

12.  Thus  it  was  hoped  to  secure  a  certain  amount  of 
control  material  to  serve  for  the  evaluation  of  the  method 
employed  in  the  county  at  large  and  to  furnish  an  idea  of 
normal  social  standards  prevailing  in  the  county:  it  was 
felt  that  some  facts  that  might  be  discovered  in  connection 
with  the  mentally  defective  part  of  the  population  might  be 
devoid  of  significance  except  in  contrast  with  the  normal 
part. 

13.  Special  provision  was  made  to  include  in  the  enu- 
meration residents  of  Nassau  County  who  were  in  institu- 
tions either  within  the  county  or  elsewhere.  Subjects  were 
found  in  fifty-five  institutions  which  had  to  be  included  in 
the  enumeration. 

14.  Staff  conferences  were  held  weekly  at  the  central 
office:  questions  were  discussed  arising  in  connection  with 
specific  experiences  in  the  field  and  specific  cases:  thus 
these  conferences  became,  for  all  concerned,  a  training  in 
the  actual  application  of  the  method  that  had  been  developed 
to  the  work  there  was  to  be  done. 
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15.  The  work  to  be  done  in  the  public  elementary  schools 
was  undertaken  by  a  detail  of  physicians  from  the  United 
States  Public  Health  Service. 

16.  The  cases  investigated  in  the  course  of  the  Survey 
were  classified  in  four  groups,  as  follows:  (I)  4,129  cases 
judged  to  be  "normal,"  found  in  the  districts  selected  for 
the  intensive  investigation,  and  not  known  to  have  near 
relatives  living  in  the  county  who  are  of  either  ' 1  abnormal ' ' 
or  11  doubtful  "  mentality;  (II)  2,732  cases,  also  judged  to 
be  ' '  normal, ' '  but  known  to  be  the  near  relatives  of  persons 
living  in  the  county  who  have  been  judged  to  be  of  either 
"  abnormal  "  or  "doubtful"  mentality;  (ill)  583  cases 
judged  to  be  of  "doubtful"  mentality;  (IV)  1,592  cases 
judged  to  be  "abnormal." 

17.  Among  the  native  American  families  in  Nassau 
County,  as  probably  in  other  rural  or  semi-rural  counties, 
there  seem  to  be  some  consisting,  like  the  now  famous 
"Kallikak"  family,  of  "good"  and  "bad"  branches; 
thus,  among  the  most  defective  old  native  families  discov- 
ered in  the  course  of  the  Survey  are  some  bearing  names 
which  are  also  borne  by  others  noted  for  culture  and 
achievement. 

18.  Education  statistics  of  these  four  groups  show  the 
influence  of  two  factors:  an  external  factor  in  the  shape  of 
educational  opportunity  and  an  internal  factor  in  the  shape 
of  educability .  Thus,  in  Group  I,  the  most  "normal" 
group,  the  native  of  native  parentage  show  0.3  per  cent  of 
illiteracy;  the  native  of  foreign  or  mixed  parentage  show 
0.4  per  cent;  while  the  foreign-born  show  17.3  per  cent — 
a  contrast  obviously  to  be  attributed  to  unequal  educational 
opportunity.  In  Group  IV,  the  "abnormal"  group,  the 
native  of  native  parentage  show  18.8  per  cent  of  illiteracy; 
the  native  of  foreign  or  mixed  parentage  show  11.5  per 
cent;  and  the  foreign-born  show  23.6 — a  showing  ob- 
viously to  be  attributed,  in  the  case  of  the  native  born,  to 
low  degree  of  educability,  and,  in  the  case  of  the  foreign- 
born,  to  the  simultaneous  influence  of  both  factors,  low 
degree  of  educability  and  poor  educational  opportunity. 

19.  Groups  II  and  III  make  an  educational  showing 
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poorer  than  Group  I,  this  being  probably  attributable  to 
latent  or  undiscovered  cases  of  mental  abnormality  included 
in  these  groups. 

20.  The  four  groups  of  subjects  compare  in  a  similar 
way  in  respect  to  earning  capacity;  considering  only  male 
subjects  from  21  to  60  years  of  age,  "very  low"  (under  $7 
a  week)  or  "low"  ($7  to  $10  a  week)  earnings  are  reported 
for  Group  I  in  10.1  per  cent  of  the  cases,  Group  II  in  17.6 
per  cent,  Group  III  in  39.6  per  cent,  and  Group  IV  in  65.8 
per  cent. 

21.  Statistics  pertaining  to  marital  condition  show  the 
following  peculiarities  distinguishing  Group  IV  from  the 
other  groups,  especially  from  Group  I:  (a)  a  greater  tend- 
ency to  remain  single,  especially  marked  among  men;  so 
that,  for  instance,  between  the  ages  of  21  and  40,  58.5  per 
cent  in  Group  IV  and  but  27.1  per  cent- in  Group  I  are 
single;  and  (b)  a  greater  tendency  to  be  divorced  or  sepa- 
rated after  marriage;  so  that,  of  all  subjects,  male  and  female, 
between  the  ages  of  21  and  60,  who  have  married,  15.3  per 
cent  in  Group  IV  and  but  1.7  per  cent  in  Group  I  are  either 
divorced  or  separated. 

22.  The  1,592  "abnormal"  cases  are  grouped  in  the 
medical  classification  as  follows:  Insane  (recoverable, 
recurrent,  and  chronic  psychoses;  traumatic,  alcoholic, 
syphilitic,  and  senile  psychoses;  cerebral  arteriosclerosis), 
24.5  per  cent;  feeble-minded  (arrests  of  development), 
39.8  per  cent;  epilepsy,  4.5  per  cent;  other  groups  (Hunt- 
ington's chorea,  brain  tumor,  cretinism  and  myxoedema 
and  disorders  of  uncertain  nature  or  etiology),  31.2  per  cent. 

23.  The  grouping  of  these  cases  in  the  sociological  class- 
ification is  as  follows:  Retardation  in  school  work,  10.6 
per  cent;  truancy,  unruliness,  etc.,  1.3  per  cent;  sex 
immorality,  7.3  per  cent;  criminal  tendency,  5.0  percent; 
vagrancy,  0.1  per  cent;  dependency,  17.6  per  cent;  inebri- 
ety, 20.1  per  cent;  drug  habits,  0.3  per  cent;  domestic 
maladjustment,  0.9  per  cent;  medical  cases,  3.6  per  cent; 
other  groups,  23.1  per  cent;  no  maladjustment,  10.2  per 
cent. 

24.  In  the  male  sex  there  is  a  higher  relative  frequency 
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of  truancy,  unruliness,  criminal  tendenc}^,  and  inebriety 
(42.7  per  cent  of  all  cases,  as  compared  with  10.4  percent 
in  the  female  sex);  this  is  partly  made  up  by  the  greater 
frequency  of  sex  immorality  in  the  female  sex,  i.  e.,  only 
sex  immorality  of  grave  sociological  import,  in  the  sense  of 
the  Survey's  definition  (15.1  per  cent,  as  compared  with  1.5 
per  cent  in  the  male  sex). 

25.  Cases  with  4 'no  maladjustment"  are  also  more 
frequent  in  the  female  sex  (13.7  per  cent,  as  compared  with 
7.0  per  cent  in  the  male  sex).  This  is  perhaps  attributable 
partly  to  the  relatively  marked  natural  docility  or  passivity 
of  the  female  mental  make-up,  and  partly  to  the  less  exact- 
ing demands  on  adjustment  arising  in  female  spheres  of 
activity. 

26.  In  the  medical  classification  the  group  of  "  disorders 
of  uncertain  nature  or  etiology"  includes  492  cases  of  which 
236  were  cases  of  inebriety,  46  of  dependency,  43  of  sex 
immorality,  and  58  of  criminal  tendency— to  mention  only 
the  primary  or  basic  item  of  social  maladjustment  in  each 
case — which  constituted  a  mass  of  psychiatric  material 
requiring  consideration  as  urgently  as  any  group  of  1 '  insane' ' 
or  "feeble-minded"  cases.  The  remainder  of  this  group 
consisted  of  miscellaneous  cases. 

27.  The  life  histories  of  four  cases  of  the  above  specified 
types  are  given  for  illustration. 

28.  That  to-day  such  cases  are  handled  without  any  refer- 
ence to  the  psychiatric  issues  that  are  involved  would  seem 
to  be  due  to  an  arbitrary  limitation  of  the  scope  of  psychiatry. 

29.  In  the  sociological  classification  under  "Other 
groups  "  are  included,  for  the  most  part,  (310  out  of  a  total 
of  368)  cases  found  in  institutions,  and,  for  the  rest, 
miscellaneous  forms  of  social  maladjustment,  such  as: 
"  Town  butt,  everybody  knows  him  "  ;  "  Nuisance  in  com- 
munity, writes  letters  to  officials,  constantly  in  trouble 
with  neighbors";  "  Incompetent  housewife  "  ;  "Suicidal 
tendency  "  ;  "Sanitary  menace"  ;  "  Legally  declared  in- 
competent," etc. 

30.  Of  the  1,592  "abnormal"  cases  found,  41.6  per 
cent  are  or  have  been  in  institutions;  54.9  per  cent  were 
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never  in  an  institution;  while  in  the  remaining  3.5  per  cent 
this  point  was  not  ascertained. 

31.  It  is  judged  that  59.4  per  cent  require  temporary  or 
permanent  institutional  treatment;  28.5  per  cent  require 
other  treatment  (private  custody,  medical  care,  etc.);  and 
12.1  per  cent  require  no  treatment. 

32.  Of  946  cases  judged  to  require  institutional  treat- 
ment only  365  were  found  in  institutions,  the  remaining  581 
being  at  large.  An  idea  of  the  manner  of  living  of  these 
cases  found  at  large  may  be  gained  from  a  few  case 
descriptions  given  in  the  text. 

33.  Institutional  provision  now  available  is  not  equally 
adequate  or  equally  appropriate  for  all  varieties  of  mental 
abnormality.  Of  the  so-called  insane  (recoverable,  recur- 
rent, chronic,  and  syphilitic  psychoses),  75.8  per  cent 
are  or  have  been  in  institutions — probably  all  or  nearly 
all  who  required  institutional  treatment;  moreover  the  kind 
of  institutional  treatment  available  for  them  (in  State  hos- 
pitals) is  of  a  quality  well  suited  to  their  needs.  Certain 
other  conditions  (epilepsy,  chorea,  brain  tumor,  cerebral 
arteriosclerosis,  alcoholic,  traumatic,  and  senile  psychoses) 
are  incompletely  provided  for, — to  the  extent  of  but  48.8 
per  cent — and  often  in  an  ill-suited  way  (in  almshouses, 
penal  institutions,  etc.)  Arrests  of  development  are  still 
less  adequately  provided  for — to  the  extent  of  but  27.0  per 
cent  —  and  also  largely  in  an  ill-suited  way.  Finally, 
"  disorders  of  uncertain  nature  or  etiology"  whose  need  of 
institutional  custody  is  apparently  recognized,  judging 
from  the  fact  that  37.0  per  cent  of  them  have  received  it  in 
spite  of  the  fact  that  special  provision  for  them  does  not 
exist,  have  received  institutional  care  which,  save  in  a  few 
exceptional  instances,  was  wholly  unsuited  for  their  needs 
("  bum  room  "  in  jail;  poor  farm:  "boarded out  "  by  town 
or  county,  etc.) . 

34.  For  an  evaluation  of  the  method  a  comparison  is 
made  of  the  findings  in  the  intensive  districts  with  those  in 
the  county  at  large.  It  appears  that  3.6  per  cent  of  the  total 
population  of  the  intensive  districts  and  but  1.3  per  cent 
of  the  county  at  large  were  judged  to  be  mentally  abnormal. 
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35.  It  is  probable  that  a  higher  proportion  of  abnormal 
cases  actually  exists  in  the  intensive  districts,  as  they  include 
some  notoriously  bad  neighborhoods. 

36.  Many  cases  at  large  in  the  county  could  not  be  found 
either  because,  in  obtaining  leads,  exact  addresses  were 
not  available  or  because  the  subjects  had  moved  and  their 
new  addresses  were  not  known;  in  the  intensive  districts 
no  such  losses  were,  of  course,  incurred  in  the  enumeration. 

37.  In  the  intensive  districts  many  cases  were  found 
and  included  among  those  judged  to  be  "abnormal  "  which 
were  of  lesser  significance,  from  the  sociological  standpoint, 
than  most  others,  cases  such  as,  in  the  county  at  large, 
were  not  included  in  the  enumeration  for  the  reason  that 
our  leads  to  abnormal  material  there  were  almost  exclusively 
sociological  ones.  Thus  14.7  per  cent  of  all  "  abnormal  " 
cases  in  the  intensive  districts,  and  only  9.7  per  cent  in  the 
county  at  large,  were  cases  showing  "  No  maladjustment 
similarly,  only  19.4  per  cent  of  all  "abnormal"  cases  in 
the  intensive  districts  had  a  history  of  sojourn  in  institu- 
tions, as  compared  with  44.2  per  cent  in  the  county  at 
large;  also,  with  reference  to  treatment  required,  only  43.5 
per  cent  of  the  11  abnormal "  cases  in  the  intensive  districts 
were  judged  to  be  in  need  of  institutional  care,  as  compared 
with  61 .3  per  cent  in  the  county  at  large. 

38.  Finally,  an  estimate  of  the  abnormal  cases  to  be 
found  among  children  attending  school  was  not  included 
in  the  figures  for  the  county  at  large;  the  addition  of  these 
cases  would  bring  the  proportion  up  to  1.6  per  cent,  thus 
considerably  reducing  the  contrast  between  the  intensive 
districts  and  the  county  at  large. 

39.  It  would  appear  then,  that  the  enumeration  in  the 
intensive  districts  has  been  more  nearly  complete,  although 
even  there  the  homeless  individuals  were,  for  the  most 
part,  not  found;  the  cases,  however,  which  were  brought 
to  light  there  were,  as  compared  with  the  county  at  large, 
in  greater  proportion  of  little  or  no  sociological  significance. 

40.  Advantages  and  disadvantages  of  the  methods 
employed  in  the  intensive  districts  and  in  the  county  at 
large  are  discussed  in  the  text. 
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41.  Of  the  2,175  "doubtful"  and  "abnormal"  cases 
372  had  no  living  relatives  in  the  county;  436  had  only 
"normal "  relatives  living-  in  the  county;  while  the  remain- 
ing 1,367  occurred  in  355  family  groups  containing  from  2 
to  56  "doubtful"  and  "abnormal"  cases  each. 

42.  A  pedigree  chart  of  a  family  with  many  cases  of 
mental  abnormality  is  presented  for  illustration. 

43.  The  work  in  the  schools  was  confined  to  eight 
school  districts  where  2,500  children  were  examined  by 
medical  officers  of  the  U.  S.  Public  Health  Service;  among 
these  52  were  judged  to  be  "abnormal"  (feeble-minded, 
psychopathic  personality,  psychotic,  and  epileptic),  14 
"probably  feeble-minded,"  and  116  "retarded"  (many  of 
these  probably  normal). 

44.  In  the  same  districts  were  found  by  the  staff  of  the 
Survey  102  "abnormal"  or  "doubtful"  cases  in  children 
from  6  to  16  years  of  age  outside  the  schools — the  majority 
of  abnormal  cases  among  children  of  school  age  are  not  to  be 
found  in  the  schools!  A  survey  of  children  in  the  schools 
does  not  constitute  a  survey  of  the  entire  population  of 
children  of  school  age. 

45.  The  total  number  of  "abnormal"  school  children 
in  the  county  is  estimated,  by  calculation,  to  be  about  400. 
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SECTION  5.    AN  EVALUATION  OF  THE  FINDINGS 
AND  A  DISCUSSION  OF  THEIR  SIGNIFICANCE. 

Other  Similar  Surveys  Necessary. 

To  what  extent  can  the  findings  in  Nassau  County  serve 
as  a  basis  for  conclusions  for  the  entire  State  or  the  entire 
country  ? 

A  final  answer  to  this  question  is  at  present  hardly  possi- 
ble. Many  other  questions  arise  at  once  which  must  be 
answered  first:  What  findings  would  result  from  the  appli- 
cation of  the  same  method  in  large  urban  centers  like  New 
York,  Chicago,  Philadelphia,  or  Boston  ?  In  western 
cities  like  San  Francisco,  Seattle,  Denver,  or  Salt  Lake 
City?  In  southern  cities  like  Houston,  New  Orleans, 
Atlanta?  In  the  various  types  of  agricultural  communities 
in  the  east,  middle  west,  far  west  and  south  ?  In  the  vari- 
ous manufacturing  centers?  In  the  mining  regions?  In 
the  isolated  settlements  in  the  mountains  of  Kentucky,  on 
the  islands  off  the  coast  of  Maine,  or  the  abandoned  farms 
in  New  England? — The  fact  is  that  in  the  course  of  our 
own  Survey  we  found  within  the  county  portions  of  the 
same  village  or  even  of  the  same  street,  perhaps  not  over  a 
quarter  of  a  mile  apart,  presenting  striking  contrasts  as 
regards  relative  prevalence  of  mental  disorders. 

Among  other  questions  that  would  arise  are,  What  results 
would  the  same  method  give  in  the  hands  of  other  workers  ? 
What  improvement  might  be  made  in  it,  what  imperfec- 
tions eliminated,  in  the  course  of  repeated  applications 
under  varied  conditions? 

All  this  means  that  we  may  be  able  definitely  to  evaluate 
the  results  of  such  a  survey  as  this  and  their  bearings  on 
conditions  in  other  parts  of  the  country  only  upon  a  far 
more  extensive  experience  with  the  method. 

Comparison  with  British  Surveys. 

The  findings  of  the  British  Royal  Commission  on  the 
Care  and  Control  of  the  Feeble-Minded  are  of  interest  in 
this  connection  and  a  brief  consideration  of  them  may  not 
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be  out  of  place  here.  Their  surveys  were  carried  on  in 
sixteeen  districts  under  the  directorship  of  fifteen  physicians, 
working  independently,  one  of  the  physicians  having  direc- 
tion of  the  work  in  two  districts.  The  total  population  of 
these  districts  was  3,913,S06;  the  total  number  of  >l  persons 
other  than  certified  lunatics  reported  as  mentally  defective  ' ' 
was  17,786,  divided  as  represented  in  Table  20. 

To  what  are  to  be  ascribed  such  contrasts  as  are  presented 
here  between  the  two  urban  districts  in  England,  Birming- 
ham and  Hull;  or,  in  Ireland,  between  the  mixed  district 
of  Cork,  on  the  one  hand,  and  the  urban  district  of  Dublin 
and  the  rural  district  of  Galway,  on  the  other  hand?  It 
may  be  partly  due  to  actual  differences  in  conditions;  but  it 
seems  probable  to  us  that  the  larger  the  districts  are  which 
are  being  compared  the  less  important  becomes  the  influence 
of  strictly  local  conditions  and  the  less  marked  should  the 
contrasts  be;  accordingly,  the  districts  selected  by  the  British 
Royal  Commission  being  quite  large,  the  great  contrasts  in 
the  results  are  probably  in  large  measure  to  be  attributed 
to  imperfect  uniformity  of  standards  and  of  methods  of 
application. 

In  order  to  compare  the  results  of  the  Royal  Commission 
with  those  of  the  Nassau  County  Survey  it  is  necessary 
first  to  add  to  the  Royal  Commission's  figures  those  of 
"certified  lunatics."  This  makes  the  percentages  as 
follows  :  England  and  Wales,  0.83  ;  Scotland,  0.66  ;  Ire- 
land, 1.13.  The  figure  for  Nassau  County  (including 
defective  children  in  schools)  is  1.72.  In  fact  those  alone 
in  Nassau  County  who  are  or  have  been  in  institutions  make 
up  0.37  per  cent;  while  the  total  of  those  who  have  been 
judged  to  require  institutional  treatment  is  0.82  per  cent. 

This  apparent  excess  of  mental  abnormality  in  Nassau 
County  is,  in  our  opinion,  readily  to  be  ascribed  to  method, 
in  large  measure  if  not  entirely. 

We  have  already  shown,  in  the  contrast  between  our  in- 
tensive districts  and  the  county  at  large  that,  presumably 
up  to  a  certain  point,  the  more  active  the  search  the  greater 
will  be  the  number  of  abnormal  persons  found.  In  our 
work  we  have  concentrated  upon  a  population  of  115,827 
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occupying-  an  area  of  274  square  miles  a  force  of  investiga- 
tors nearly  two-thirds  as  large  as  that  employed  by  the 
Royal  Commission  for  the  investigation  of  a  population  of 
3,913,806  scattered  in  sixteen  areas  in  England,  Wales, 
Scotland  and  Ireland,  the  total  extent  of  which  is  6,688 
square  miles.  There  can  be  no  doubt  that  greater  concen- 
tration of  effort  would  have  brought  to  light  more  cases  to 
be  included  in  their  enumeration;  and  we  know  for  certain 
that  the  same  is  still  to  be  said  even  for  Nassau  County. 

In  the  memorandum  of  instructions  issued  to  the  medical 
officers  employed  by  the  Royal  Commission  the  method 
outlined  for  the  work  in  the  schools  seems  to  call  for  more 
thorough  investigation  there  than  among  adults:  "it  is 
desired  that  the  medical  men  who  make  the  inquiry  should 
see  all  the  children  in  the  schools;  using  their  own  discre- 
tion, apart  from  the  selection  of  children  made  by  the 
teachers,  as  to  what  children  they  should  examine.  They 
should  also  question  the  teachers  as  to  any  children  who 
have  left  the  schools,  or  have  been  refused  admission  and 
have  been  sent  to  other  institutions,  or  are  with  their  par- 
ents, etc.,  etc.,  and,  if  necessary,  see  them.  Useful  infor- 
mation may  also  be  obtained  from  school  attendance 
officers,  who  would  have  knowledge  of  children  excused 
from  school  attendance  and  of  other  classes  of  children 
also."  The  result  is  that  in  thirteen  out  of  sixteen  districts 
the  returns  show  higher  proportion  of  mentally  abnormal 
cases  among  the  children  in  the  schools  than  in  the  children 
and  adults  in  the  entire  population,  in  four  districts  more 
than  double,  as  shown  in  Table  21.  For  this  there  would 
seem  to  be  no  other  reason  than  that  the  work  in  the  schools 
was  more  thoroughly  done  owing  to  more  explicit  instruc- 
tions. 

The  more  one  reads  the  Royal  Commission's  report  the 
clearer  it  appears  that  intensive  work,  even  in  the  schools, 
was  not  attempted.  Dr.  W.  A.  Potts,  for  instance,  reporting 
his  investigation  in  Stokes-on-Trent  (Union),  with  its  pop- 
ulation of  154,889,  states:  "  It  was  not  uncommon  for  the 
headmaster  to  have  ready  for  me  a  correct  list  of  the  defec- 
tives in  school;  even  in  Longton,  where  no  investigation  of 
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Table  21. 


District. 

Per  cent  of 
Defectives. 

District. 

Per  cent  of 
Defectives. 

In  entire 
population. 

In  school 
population. 

In  entire 
population. 

In  school 
population. 

Stokes-on-Trent.  .  . . 

0.50 

0.60 

0.58 

1.10 

0  55 

1.12 

Carmarthenshire  . .  . 

0.48 

067 

0.45 

1.24 

Carnarvonshire  . . . 

0.54 

0.33 

Hull  and.  Sculcoates. 

0.20 

0.40 

Glasgow  

0.26 

0.72 

0.19 

0.28 

Dublin  

0.84 

1.54 

0.60 
0  57 
0  56 

0.58 
0.47 
0.60 

Belfast  

0.42 
027 
0.64 

0.57 
0.45 
1.26 

Wiltshire   ... 

Cork  

Nottinghamshire. 

Gal  way  

the  kind  has  ever  been  made,  one  of  the  Catholic  priests 
sent  me  a  list  of  the  children  of  his  denomination  which  it 
was  unnecessary  either  to  alter  or  extend."  "  The  inquiry 
required  three  months  to  complete;  had  it  been  nearer  Bir- 
mingham a  shorter  time  would  have  sufficed.  During  the 
first  month  four  days  per  week  were  put  in,  but  subsequently 
not  so  much  time  could  be  spared;  in  all  thirty- six  days 
were  required.  A  secretary  was  employed  for  thirteen 
weeks." 

As  explaining  further  to  some  extent  the  discrepancy  be- 
tween the  findings  of  the  Royal  Commission  and  the  Nassau 
County  Survey,  must  be  mentioned  the  great  dissimilarity 
in  psychiatric  viewpoints  between  the  two  sets  of  observers. 
Bearing  in  mind,  for  instance,  the  discussion  of  our  group  of 
M  disorders  of  uncertain  nature  or  etiology  "  given  in  Section 
2,  this  dissimilarity  will  become  apparent  from  the  following 
quotations,  again  from  Dr.  Potts'  report:  "There  is  some- 
times a  tendency  to  excuse  excessive  drinking  on  the  grounds 
that  it  merely  denotes  abnormal  mental  development.  I 
found  ample  evidence,  both  in  the  prison  and  the  workhouse, 


225 


that  alcoholism  is  usually  the  result  of  pure  self-indul- 
gence." "Crime  appears  to  me  to  be  generally  the  direct 
or  indirect  result  of  alcoholism,  or  else  due  to  want  of  proper 
training  in  childhood  or  youth."  "Some  feeble-minded 
women  become  prostitutes;  many  more  mate  with  a  criminal 
or  defective  man.  The  majority  of  prostitutes  are  not, 
however,  feeble-minded." 

Whether  such  archaic  psychiatry  would  be  accepted  in 
this  country  as  a  basis  of  a  survey  of  mental  disorders  is 
more  than  questionable. 

Nassau  County  Findings  an  Underestimate. 

From  these  considerations  and  from  our  own  evidence, 
given  in  preceding  sections,  it  seems  fair  to  conclude  that 
the  findings  of  the  Nassau  County  Survey,  though  higher 
than  those  of  the  Royal  Commission,  are  still  an  underesti- 
mateof  the  true  state  of  affairs.  Yet,  even  if  fully  confirmed 
by  other  surveys,  they  are  not  to  be  used  for  close  guidance 
and  unreservedly  by  states  in  their  construction  plans,  but 
only  for  general  orientation  as  to  the  magnitude  of  the 
psychiatric  problems  at  large.  This  refers  especially  to  the 
estimate  of  the  number  of  cases  requiring  institutional 
treatment. 

The  fact  is  that  in  many  a  case  the  question  of  the  need 
of  institutional  treatment  can  not  be  unreservedly  answered 
by  anyone,  however  expert.  In  actual  practice  this  point 
often  has  to  be  determined  with  the  aid  of  paroles  or  other 
devices  for  repeated  re-exposures  to  extramural  conditions, 
perhaps  under  supervision  and  after-care,  until  some  sort  of 
adjustment  is  found  for  the  case  outside  or  permanent  insti- 
tutional treatment  is  forced,  not  by  anyone's  judgment,  but 
by  the  nature  of  things. 

Thus,  the  State  of  New  York  had,  according  to  the 
Thirteenth  U.  S.  Census  in  1910,  institutional  provision  for 
396.3  insane,  epileptic,  and  mentally  defective  persons  per 
100,000  of  its  population.  In  Nassau  County  it  was  esti- 
mated that  816.7  persons  per  100,000  of  total  population 
require  institutional  custody.  As  this  estimate  probably 
falls  below  the  true  requirements  and  as  these  requirements 
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are,  in  any  event,  bonnd  to  increase  with  the  growth  of  the 
population,  it  would  seem  conservative  on  the  part  of  the 
State  to  double  its  institutional  provision  on  the  strength  of 
this  finding  without  the  slightest  danger  of  such  increased 
provision  ever  proving  to  be  in  excess  of  the  needs. 

The  types  of  institutions  for  which  there  is  particularly 
urgent  need  are:  (l)  schools  and  colonies  for  the  feeble- 
minded ;  (2)  separate  institutions  for  defective  delinquents 
with  provision  for  classification  by  sex,  age,  and,  perhaps, 
susceptibility'  to  reform;  (3)  industrial  colonies  for  inebri- 
ates, vagrants,  etc.;  (4)  either  separate  institutions  for 
epileptics  or  special  wards  for  them  in  State  hospitals  or  in 
schools  or  colonies  for  the  feeble-minded. 

Psychiatric  Problems  at  Large  Neglected. 

The  Survey  has  shown  very  clearly  that  for  the  bulk  of 
cases  presenting  ps}~chiatric  problems  the  benefit  of  psychi- 
atric study,  judgment,  and  treatment  is  not  available. 
These  cases  are  now  in  the  hands  of  the  police,  overseers  of 
the  poor,  justices  of  the  peace,  church  and  private  chari- 
table organizations,  and  general  medical  practitioners.  It 
would  seem  that  a  psychiatric  clinic,  in  touch  with  all  these 
authorities,  conveniently  located  in  the  count}7  would 
accomplish  much  toward  rendering  available  the  necessary 
psychiatic  service. 

Similarly,  psychiatric  problems  in  cases  among  school 
children  are  left  without  attention  or,  seemingly,  even 
deliberately  avoided.  The  medical  examination  of  child- 
ren in  schools  takes  into  account  height,  weight,  chest 
expansion,  eyes,  ears,  nose,  tonsils,  teeth,  etc.,  but  not 
mental  condition.  Save  by  way  of  rare  exception,  where  a 
special  class  is  provided  for  persistently  retarded  children, 
mental  abnormalities  or  peculiarities  receive  no  attention 
on  the  part  of  the  educational  authorities.  This  is  preju- 
dicial not  only  to  the  interests  of  the  abnormal  children 
but  of  the  others  as  well.  It  is  clear  that  more  special 
classes  are  required;  small  school  districts  could  form  unions 
for  the  joint  establishment  and  management  of  such  special 
classes.  Cooperation  between  the  school  authorities  and 
the  psychiatric  clinic  should  prove  helpful. 
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Registration  of  Mental  Disorders. 

The  registration  of  mental  disorders  has  been  many  times 
proposed,  but  no  effective  and  practical  method  of  proced- 
ure has  been  offered.  Our  experience  has  led  us  to  feel 
that,  for  guidance  in  this  enterprise  of  registration,  the  best 
case  is  to  be  made  out  for  the  sociological  principle.  The 
mind  is  nothing  but  an  instrument  of  adjustment  of  the 
organism  to  its  environment ;  and  for  practical  purposes  it 
would  seem  necessary  but  to  take  cognizance  of  instances 
of  maladjustment  sufficiently  marked  to  come  to  the  notice 
of  public  officials,  charitable  organizations,  and  physicians. 

More  specifically,  the  register  in  each  State  may  include: 

1.  Cases  admitted  to  hospitals  for  the  insane,  public  or 
private. 

2.  Cases  admitted  to  institutions  for  inebriates,  epilep- 
tics, and  the  feeble-minded. 

3.  Cases  convicted  of  any  crime,  exclusive  of  violations 
of  local  laws  or  ordinances. 

4.  Cases  coming  to  light  in  suits  for  separation  or 
divorce. 

5.  Cases  admitted  to  almshouses. 

6.  Cases  applying  for  outdoor  relief  to  overseers  of  the 
poor  or  private  charitable  organizations. 

7.  Some  provision  for  the  registration  of  data  pointing 
to  possible  abnormality  in  children  in  public  elementary 
schools,  orphanges,  etc. 

8.  Mental  cases  coming  to  the  notice  of  physicians  in 
private  practice. 

Each  individual  thus  registered  should  receive  an  identi- 
fication number ;  and  future  instances  of  maladjustment 
reported  in  his  case  should  be  added  to  his  record  and  not 
registered  as  new  cases. 

The  first  registration,  it  need  hardly  be  said,  would  by  no 
means  imply  in  all  cases  a  judgment  of  mental  abnormality. 
It  is  obvious,  on  the  contrary,  that  a  register  containing  all 
such  cases  will  include  many  quite  normal  individuals. 
The  object  of  compiling  a  register  in  the  manner  here  pro- 
posed would  be  to  make  sure  of  including  all  cases  of 
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marked  maladjustment  and  yet  avoid  a  premature  judgment 
as  between  normality  and  abnormality. 

Where  the  maladjustment  is  slight  or  transitory  and 
possibly  to  be  attributed  to  unusually  difficult  combinations 
of  environmental  conditions,  the  data  recorded  in  the  case 
should  be  sufficient  to  show  it;  furthermore,  in  such  cases 
other  instances  of  maladjustment  will  not  be  likely  to  appear 
in  the  course  of  years ;  whereas  in  cases  of  individuals 
truly  lacking  in  power  of  adjustment  by  reason  of  poor 
mental  endowment  other  instances  of  maladjustment  will 
keep  appearing  in  the  record. 

Judging  from  the  results  of  this  Survey,  it  may  be  antici- 
pated that  after  several  years'  development  such  a  register 
will  show  that  the  bulk  of  all  crime,  vice,  dependency,  and 
other  maladjustments  in  a  given  commonwealth  is  attribu- 
table to  a  comparatively  small  fraction  of  the  population. 
Naturally,  problems  presented  by  such  evils  could  be  at- 
tacked much  more  successfully  with  the  aid  of  material  that 
would  be  available  in  such  a  register  than  without  it. 

The  British  Royal  Commission  on  the  Care  and  Control 
of  the  Feeble- Minded  has  also  recommended  a  system  of 
registration.  Their  recommendation  reads:  "That  it  be 
the  statutory  duty  of  the  Medical  Officers  of  the  Local 
Education  Authorities,  of  the  Guardians  of  the  Poor,  and 
of  the  Public  Health  Committees,  the  Relieving  Officers  of 
Boards  of  Guardians,  the  Medical  Officers  of  Convict  and 
Local  Prisons,  the  Police,  and  the  Managers  of  any  Homes 
for  Inebriates  or  any  Charitable,  Religious  or  Voluntary 
Institutions  or  Societies,  or  any  Naval  or  Military  Author- 
ities, to  notify  to  the  Committee  all  cases  of  mental  defect 
coming  to  their  knowledge  in  the  course  of  duty." 

There  is  an  important  point  of  difference  between  the 
Royal  Commission's  proposition  and  the  one  here  advocated, 
namely,  that  the  judgment  as  to  mental  defectiveness  is,  in 
the  former,  left  to  the  various  agencies  dealing  with 
dependency,  crime,  etc.,  while  in  the  latter  it  is  provided 
that  the  system  of  registration  should  not  be  dependent 
either  on  the  judgment  of  such  authorities  or  even  on  that 
of  persons  better  equipped,  but  that  the  object  of  registration 
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should  be  the  accumulation  of  material  which  might  render 
possible  at  any  time  an  independent  judgment  in  a  given 
case  in  accordance  with  the  existing  status  of  psychiatry. 

Mental  Disorders  and  Dependency. 

The  relationship  between  mental  disorders  and  depend- 
ency deserves  special  consideration  owing  to  its  bearing  on 
the  question  of  State  provision  such  as  is  here  advocated. 
It  was  shown,  in  Table  11,  that  of  the  1,592  mentally 
abnormal  cases  473  were  characterized  by  dependency 
either  as  a  primary  or  as  a  secondary  manifestation;  but 
this  number  does  not  include  cases  found  in  State  hospitals, 
correctional,  penal,  and  other  institutions.  It  is  safe  to  say 
that  at  least  two-thirds  of  all  the  abnormal  cases  are  par- 
tially or  completely  dependent;  and  even  this  estimate  does 
not  include  the  nearly  300  children  under  fifteen  years  of 
age,  which  were  not  counted  because  dependency  is,  of 
course,  normal  for  childhood. 

Legislatures  throughout  the  country  seem  to  be  loath  to 
make  appropriations  for  the  construction  of  more  housing 
facilities,  being  disinclined  to  assume  for  the  State  the 
burden  of  caring  for  such  large  numbers  of  mental  defec- 
tives. We  have  shown,  however,  that  mental  defectives 
are,  for  the  most  part,  already  dependent;  in  other  words, 
they  neither  starve  nor  go  without  raiment  or  shelter,  but 
are  maintained  at  the  expense  of  others,  receiving  support 
from  overseers  of  the  poor,  charitable  organizations,  neigh- 
bors, friends,  relatives,  or  from  strangers  by  begging. 

The  cost  of  maintenance  of  such  cases  in  public  institu- 
tions is  annually  between  $150  and  $200  per  capita.  This 
is  accomplished  through  economies  rendered  possible  only 
by  an  institutional  organization.  It  is  not  possible  for 
dependents  living  at  large  to  be  maintained,  by  whatever 
means  may  be  available,  at  such  low  cost.  What  their 
maintenance  actually  costs  under  such  conditions  no  one 
knows;  but  whatever  it  is,  it  is  usually  not  taken  into  con- 
sideration, because  it  does  not  appear  in  legislative  budgets 
in  large  lump  sums.  Yet  the  fact  is  that  institutional 
provision  for  such  cases  is  not  an  added  expense  to  common- 
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wealths,  but  is  a  better  organized,  more  economical  way  of 
bearing  an  already  existing  financial  burden,  and  a  more 
equitable  distribution  of  it. 

The  losses  that  result  from  spreading  venereal  infection, 
from  theft,  incendiarism  and  other  anti -social  tendencies  of 
mental  defectives  should  also  be  included  in  the  reckoning; 
and,  from  the  standpoint  of  future  generations,  their  unre- 
strained propagation,  when  at  large,  both  in  and  out  of 
wedlock. 

The  future  generations  are  mentioned  here  for  the  reason 
that  it  has  been  many  times  proposed  to  provide  for  the 
erection  of  institutions  with  the  aid  of  long  term  bond 
issues.  The  argument  most  often  used  against  such  propo- 
sals is  that  it  would  be  unjust  to  burden  future  generations 
with  debts  acquired  in  this  one;  but,  as  the  benefits  of  such 
institutions  are  to  be  felt  not  by  this  generation  alone,  but 
by  future  generations  as  well,  it  would  seem  entirely  equit- 
able to  distribute  the  cost  among  them  rather  than  to 
place  the  entire  cost  on  but  one  of  them. 

Model  Psychiatric  System  Proposed. 

No  State  possesses  as  yet  an  organization  equipped  to  cope 
with  all  its  psychiatric  problems,  such  as  have  been  brought 
to  light  by  this  Survey.  Owing  to  arbitrary  limitations  of 
the  scope  of  practical  psychiatry,  based  on  old  legal  and 
academic  conceptions,  many  States  are  now  committed  to 
policies  which  fall  far  short  of  the  best  that  modern  science 
could  afford. 

The  State  of  New  York,  for  instance,  has  a  State  Hospi- 
tal Commission  to  take  care  of  the  so-called  insane; 
State  and  municipal  charity  boards  to  take  care  of  some 
small  portion  of  the  feeble-minded  and  epileptic;  penal 
authorities  to  take  care  of  inebriates,  vagrants,  criminals, 
etc.,  who  are,  for  the  most  part,  psychically  abnormal;  while 
miscellaneous  mental  abnormalities  in  vast  numbers  are 
without  any  care  at  all. 

The  creation  and  carrying  out  of  a  comprehensive 
policy  of  mental  hygiene  would,  in  most  States,  perhaps 
not  be  feasible,  except  by  a  process  of  slow  development. 
The  main  obstacle  seems  to  be  the  financial  one. 
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Perhaps  some  one  State  could  be  selected  in  which,  with 
the  aid  of  competent  psychiatric  leadership,  a  bond  issue, 
endowment  from  private  sources,  and  the  necessary  legis- 
lative enabling  acts,  the  existing  system  could  be  enlarged 
and  transformed  into  a  model  system. 

There  is  no  doubt  that  the  practice  of  States  has  not  kept 
abreast  of  psychiatric  progress.  Our  knowledge  to-day 
should  enable  us  to  cope  with  problems  of  vice,  crime,  and 
pauperism  which  have  been  from  time  immemorial  ineffi- 
ciently dealt  with  by  lay  authorities. 

The  mere  demonstration  of  a  well  working  model  system 
should  hasten  progress  in  all  States.  It  is  doubtful  if  any 
of  the  States  would,  in  our  generation  at  least,  develop, 
without  private  initiative,  such  a  model  system. 


REVIEWS. 


DEPARTMENT  OF  CLINICAL  PSYCHIATRY  AND 
THERAPEUTICS. 

Healy,  Wm.  :    Mental  Conflicts  and  Misconduct.    Boston:  Little, 
Brown  &  Co.,  1917. 

At  this  period  when  psychiatry  has  made  a  definite  start  in  the 
direction  of  attacking  problems  of  human  conduct  which  do  not 
merely  fall  into  the  traditional  categories  of  psychoses  and  neuroses, 
such  an  excellent  and  illuminating  book,  which  deals  with  a  large 
material  of  misconduct,  viewed  from  a  psychiatric  point  of  view,  is 
particularly  welcome.  Healy  is  reaping  the  fruits  of  many  years  of 
careful  and  thoughtful  study  of  delinquency,  and  here  makes  us 
familiar  with  his  work  upon  a  special  form  of  misconduct,  that  which 
he  claims  to  be  due  to  mental  conflicts.  In  order  to  get  an  idea  of  the 
frequency  of  such  cases,  it  may  be  well  to  state  that  he  found  about  75 
among  1,000  of  youthful  recidivists  in  a  material  of  2,000  observationsj 
but  he  insists  that  many  observations  had  to  be  superficial,  so  that  the 
figures  are  undoubtedly  too  low.  On  account  of  the  recurrence  of  the 
impulse,  these  cases  represent  some  of  the  most  important  delinquents. 

It  is  surprising  that  not  more  has  been  done  in  studying  this  form 
of  delinquency  more  fundamentally.  Undoubtedly  misconduct  as  a 
result  of  external  stimuli  may,  as  Healy  says,  be  so  obviously  accounted 
for  that  one  is  apt  not  to  look  for  further  explanations.  On  the  other 
hand,  there  are  cases,  namely,  those  of  the  type  dealt  with  in  this 
book,  which  at  any  rate,  chiefly  arise  from  internal  stimuli.  These 
are  cases  who  commit  their  deeds  "not  for  an  end,  as  judged  in  terms 
of  gain  in  the  outer  world. "  Indeed  in  stealing,  for  example,  the 
objects  are  often  not  particularly  desired.  The  impulse,  as  Healy 
puts  it  somewhere  in  the  book,  is  toward  the  act  of  stealing  rather 
than  toward  the  possession  of  the  object.  "  It  seems  that  one  of  the 
most  noteworthy  characteristics  (of  the  impulse)  is  the  curious  absence 
of  any  idea  of  pleasure  to  be  derived  from  following  it."  We  find  also 
that,  especially  in  cases  whose  misconduct  consists  in  running  away, 
this  often  leads  to  nothing  but  suffering.  The  patients  may  say  that 
they  do  not  know  what  makes  them  dr>  these  acts,  that  they  do  not 
want  to  do  them,  and  always  feel  sorry  afterwards.  Enough  then: 
The  endogenous  origin — if  we  may  so  express  it — or  perhaps  better, 
the  origin  of  this  type  of  misconduct  from  hidden  sources  is  often 
evident. 

Although  an  investigation  of  such  cases  has  never  been  undertaken 
on  such  a  large  scale,  the  principles  underlying  them  have  been 
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known.  Healy  speaks  of  Pfisteras  mentioning  some  cases  in  his  book 
on  The  Psychoanalytic  Method,  but  he  omits  mentioning  Steckel's  or 
Ricklin's  reports  of  such  cases.  However  he  evidently  found  his  facts 
quite  independent  of  psychoanalytic  teachings,  and  was,  by  his 
personal  experience  with  these  cases,  driven  to  an  appreciative 
attitude  toward  the  latter,  and  he  admits  that  he  obtained  much  help 
from  that  side. 

The  most  frequent  principle  which  his  cases  seem  to  show  is  the 
existence  of  a  conflict  between  sexual  tendencies  and  repression, 
while  the  misconduct  represents  a  vicarious  outlet  for  the  repressed 
desires.  There  is  another  source  of  misconduct  of  which  we  shall 
speak  later. 

The  form  of  misconduct  seems  to  be  most  frequently  stealing  but 
may  be  most  anything — mischief,  destructiveness,  stubbornness, 
running  away,  violent  behavior,  cruelty,  self-injury. 

The  report  of  the  cases  is  preceded  by  description  of  his  methods, 
which  is  very  good  and  very  sensible.  This  is  followed  by  a  discourse 
on  psychoanalysis.  About  this  one  feels  that  if  it  had  been  taken  up 
less  like  a  series  of  definitions,  but  if  instead  an  attempt  had  been 
made  to  give  an  equally  brief  but  coherent  statement  of  some  simple 
principles,  it  might  have  been  more  useful  to  the  general  reader  and 
certainly  more  satisfying  to  the  psychiatrist. 

We  may  briefly  give  the  essentials  of  a  few  of  his  cases. 

Case  IV  was  a  girl  of  11)^,  who  for  2  years  had  stolen  from 
her  home,  the  school,  and  even  from  shops.  The  analysis  brought 
out  the  fact  that  a  boy  had  told  her  words  of  a  sexual  meaning,  and 
that  she  had  heard  various  stories  about  sexual  doings  of  this  boy 
with  another  girl.  She  explained  that  the  words  sometimes  came 
into  her  mind  with  hallucinatory  distinctness  (she  thinks  she  can 
hear  the  boy  say  them) .  Then  she  gets  a  headache,  and  then  has  to 
steal.  On  one  occasion  a  story  was  read  in  school  in  which  the  boy's 
name  occurred.  This  started  it.  She  thought  of  the  words  and  the 
teacher's  pocketbook  was  lying  there  and  she  took  it.  After  she  had 
been  studied  she  was  sent  to  a  very  good  school  for  girls,  and  has  had 
no  trouble  for  5  years. 

Case  IX  is  a  girl  of  10  who  had  been  stealing  for  2  years,  a  fact 
quite  in  contrast  to  her  modesty  and  refinement.  In  spite  of  many 
threats  about  police,  reform-school,  of  various  punishments,  and  in 
spite  of  the  fact  that  she  was  given  enough  spending  money,  there 
was  no  improvement  The  analysis  quickly  brought  out  that  she  was 
constantly  ' '  fighting  ' '  against  bad  thoughts  and  words.  This  had  its 
origin  in  an  association  with  a  boy  2  or  3  years  before  who  had  told 
her  about  sexual  matters,  bad  words,  also  about  stealing.  She  knew 
these  words  and  thoughts  were  bad;  she  tried  to  forget  them  but  could 
not;  they  kept  coming  back  obsessively.  She  said  that  sometimes  she 
forgets  what  she  is  doing  and  ' '  then  I  sometimes  take  things. ' '  The 
connection  between  the  impulse  to  steal  and  the  sexual  thoughts  was 
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made  clear  to  her  and  new  interests  were  developed  in  her.  The 
trouble  disappeared  as  if  by  magic. 

There  are  a  considerable  number  of  cases  like  these  in  the  book — 
all  instructive  and  convincing.  It  seems  that,  although  the  facts 
were  in  no  case  completely  out  of  consciousness,  the  relationship  with 
the  delinquency  was  not  clear  to  the  patient,  although  in  one  instance 
a  girl  stated  that  stealing  and  sex  ideas  were  somehow  connected,  but 
she  was  of  course  not  clear  in  what  way.  It  is  interesting  that  in 
another  case,  when  the  patient  was  asked  how  long  she  had  been 
stealing,  she  launched  on  a  long  account  of  the  sexual  doings  of 
another  boy  with  girls  and  once  with  herself.  The  endogenous 
impulsive  nature  of  the  acts  is  well  shown  by  various  statements  on 
the  part  of  the  patients,  such  as  that  they  get  a  headache,  and  then 
have  to  steal,  that  they  get  crazy,  that  waves  come  over  them,  etc. 
Repeatedly  some  such  phrase  is  heard  as  that  when  the  bad  words 
come  into  the  mind  they  grow  uneasy  and  take  what  is  nearest  at 
hand. 

Another  case,  V,  is  that  of  a  poorly  developed  nervous,  somewhat 
dull  boy,  with  chorea-like  movements.  At  school  much  complaint 
was  made  on  account  of  his  mischievousness  and  incorrigibility.  He 
is  also  said  to  have  been  ' '  dishonest  in  several  ways. ' '  All  this  Healy 
attributes  to  his  "  nervous  condition, "  whatever  that  may  mean.  But 
the  boy  also  had  a  mania  for  stealing  horses  and  buggies  and  had 
been  arrested  for  this  on  four  different  occasions.  The  study 
brought  out  the  fact  that  1 '  a  year  ago  or  more  ' '  a  man  with  a  horse  and 
buggy  had  taken  him  to  ride  and  had  indulged  in  some  sexual 
practices  with  him.  The  boy  affirmed  that  he  had  never  had  sexual 
feelings  before  and  had  known  nothing  about  such  matters.  After 
this  experience  he  masturbated  freely,  and  once  tried  to  do  some  sexual 
acts  with  another  boy.  About  the  horse  and  buggy  stealing  he  said 
that  when  he  saw  one,  it  made  him  feel  like  doing  what  the  man  did. 
He  got  nervous,  and  may  be  he  would  walk  home  or  steal  a  horse  and 
buggy.  Or  he  also  said:  "sometimes  I  get  a  crazy  spell  and  I  go  and 
get  a  horse  and  buggy. ' '  It  may  be  added  that  the  man  told  the 
patient  he  had  stolen  the  horse  and  buggy  in  which  he  took  him  with 
him.  Healy  adds  that  no  one  could  doubt  the  mental  conflict  and  the 
mental  repression  that  had  gone  on  in  this  boy's  mind,  and  that  the 
strong  impulse  of  a  serious  delinquency  such  as  any  ordinary  boy  (to 
say  nothing  of  this  puny  little  fellow)  would  hesitate  to  indulge  in, 
was  developed  on  a  strong  emotional  basis.  The  second  part  is  quite 
obvious  and  very  interesting.  As  for  the  repression,  it  would  have 
done  no  harm,  considering  the  extensive  masturbation  of  the  boy,  if 
Healy  had  been  more  explicit.  The  result  in  this  case  was  that  after 
the  boy  was  sent  to  the  country  he  did  well  for  a  year,  so  far  as  the 
catamnesis  is  known,  but  he  is,  no  doubt  justly,  regarded  still  as 
problematical. 

An  instructive  case  is  Case  XXXII,  that  of  a  very  intelligent  girl 


235 


of  good  education,  18  years  of  age.  who  for  several  years  had  been 
stealing  extensively,  and  in  expert  fashion  from  shops  and  various 
other  places.  The  objects  were  often  useless  to  her.  As  the  most 
important  factor  was  found  the  fact  that  at  12  there  arose  in  her 
spontaneously  a  strong  sex  feeling  which  was  responded  to  by  shyness 
toward,  but  at  the  same  time  much  thinking,  of  boys,  and  chiefly  by 
extensive  masturbation.  At  the  age  of  15.  however,  "through  self- 
realization  and  some  little  reading  of  books  "  she  concluded  the  habit 
was  wrong  and  put  up  a  right.  This  change  was  followed  by  a  "vivid 
inner  mental  life,  including  one-sided  platonic  friendship  for  a 
teacher,  great  dwelling  on  ideals  as  a  defense  against  backsliding, 
etc"  Above  all,  however,  she  began  to  steal  and  lie,  or  at  any  rate,  a 
previous  tendency  to  slight  deceits  grew  into  this  and  the  stealing 
assumed  more  and  more  extensive  proportions,  although  she  was 
never  caught.  There  was  also  other  mischievousness  in  school, 
Here  it  would  seem  plainly  that  the  sexual  desire  found  a  vigorous 
outlet  in  misconduct.  There  was  an  interesting  side  issue  in  this 
case,  namely,  her  tendency  to  escape  from  home  at  night  and  to  sleep 
in  backyards.  On  analysis  it  was  found  that  it  was  always  the  same 
backyard,  namely,  one  that  belonged  to  the  teacher  for  whom  she 
had  entertained  the  intense  platonic  friendship  above  mentioned.  As 
contributing  and  preparatory  factors  in  the  case  Healy  regards  the  fact 
that  the  girl  heard  early  about  her  father's  immorality,  that  she  was 
scoldingly  likened  to  him.  "which  produced  a  suggestion  of  heredity," 
that  during  her  masturbation  period  she  found  that  her  aunt  in 
whom  she  was  in  the  habit  of  confiding,  did  not  always  tell  the  truth. 
This  tended  to  create  untruthfulness  in  her  and  helped  to  develop 
secrecy.  The  patient  who  was,  it  seems,  fundamentally  of  an  open 
make-up.  intelligent,  and  willing  to  assist  thoroughly  in  the  study  of 
her  difficulties,  evidently  stopped  her  thieving  after  she  had  fully 
realized  its  deeper  significance,  and  she  has  been  entirely  free  from 
impulse  to  steal  for  years.  On  the  other  hand,  she  succumbed  at  first 
a  few  times  to  certain  sex  temptations.  After  a  time  she  got  married 
and  became  much  happier. 

Case  XXXVI  is  remarkable  through  the  intensity  of  her  delin- 
quency. She  was  a  quadroon,  about  the  age  of  15,  who  put  Paris 
green  into  the  applesauce,  prepared  for  the  family  table.  This  was 
discovered  in  time.  At  one  of  the  first  examinations  she  said  she  had 
something  on  her  mind,  and  then  told  of  associating  with  a  girl  (the 
mother  had  stated  that  she  had  done  so  for  several  months)  who  had 
told  a  lot  of  bad  things,  was  a  prostitute,  used  bad  words,  etc.  She 
also  said  that  this  girl  had  urged  her  to  make  money  in  the  same  way 
too.  She  did  not  yield  and  was  at  the  laboratory  considered  to  be 
essentially  an  innately  clean-minded  girl.  On  the  other  hand,  she 
was  much  disturbed  by  what  she  had  heard  and  the  thoughts  resulting 
from  that  She  claimed  that  for  a  month  before  the  delinquency  she 
had  thought  of  these  matters  constantly  and  that  in  the  afternoon  of 
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the  deed  she  could  not  get  them  out  of  her  mind,  and  then  put  the 
stuff  into  the  applesauce.  The  patient  did  not  at  first  connect  the  deed 
directly  with  her  father,  but  spoke  only  of  the  ' '  disturbing  thoughts 
in  her  mind. "  From  further  inquiries  from  the  mother  and  the  girl, 
it  was  later  found  however  that  she  disliked  the  father,  who  abused 
her  a  good  deal,  that  they  had  a  quarrel  on  the  day  of  the  deed,  and 
that  she  knew  the  father  was  in  the  habit  of  eating  the  greatest  share 
of  the  applesauce.  She  also  said  later  that  she  intended  to  injure  him 
because  he  was  mean  to  the  family.  Healy  ends  up  the  case  by 
saying  that  there  had  been  absolutely  no  delinquency  in  the  girl 
"until  three  months  before  the  attempted  poisoning.  At  that  time 
the  family  had  moved  into  a  new  neighborhood  and  it  was  then  that 
she  met  the  older  girl  and  herself  became  perverse. ' '  But  nothing 
had  been  said  before  about  any  early  misdeeds  or  perversities  or 
perversions,  in  fact  we  had  been  led  to  think  the  very  opposite,  a 
discrepancy  which  seems  hardly  pardonable.  Again,  it  would  seem 
that  the  case  can  safely  be  regarded  as  motivized  only  partly  accord- 
ing to  the  mechanisms  found  in  these  cases  generally. 

Then  there  is  one  other  situation  which,  Healy  thinks,  leads  to  mis- 
conduct, and  that  is,  doubts,  or  the  knowledge  of  unpleasant  truths, 
about  parents  or  parentage.  Healy  says  that  it  is  not  necessarily  an 
experience  of  a  sexual  nature  that  causes  trouble.  ' '  The  main  thing 
is  arousing  of  emotions,  and  if  this  occurs  in  relation  to  other  than  sex 
matters  and  there  is  repression,  the  complex  is  established  and  the 
conflict  made  possible."    We  will  briefly  mention  two  of  these  cases. 

The  first,  No.  VI,  is  a  boy  who  from  the  age  of  12  went  through 
years  of  various  forms  of  misconduct,  chiefly  stealing  and  running 
away,  all  of  which  led  to  much  discomfort  and  suffering  for  him. 
This  was  all  the  more  striking  because  he  had  a  good  home.  This 
form  of  delinquency  came  on  after  the  boy  had  been  told  by  a  neigh- 
bor woman  that  his  mother  was  not  his  mother.    The  boy  said  ' '  I  got 

terribly  red  and  hot  I  want  to  be  a  bad  boy  I  would 

rather  live  in  a  shed  than  at  home."  Healy  also  says  that  he  went 
about  his  career  quite  deliberately.  I  think  every  one  will  agree  with 
Healy  when  he  says  that  here  is  a  case  in  which  an  emotion  produc- 
ing knowledge  brought  out  the  delinquency  without  any  change 
having  taken  place  in  the  environment  but  what  is  not  clear  is  what 
constitutes  the  conflict.  Knowledge  as  such  is  not  a  conflict,  if  that 
term  is  to  have  a  definite  meaning,  which  it  certainly  should  have  in 
a  book  that  avowedly  deals  with  that  topic;  at  any  rate  it  should  be 
clearly  stated  what  is  here  meant  by  a  conflict.  Nor  is  it  demon- 
strated that  the  whole  matter  is  not  entirely  conscious  and  may  not 
represent  a  totally  different  mechanism  from  the  other  cases. 
Suspicion  is  scarcely  allayed  by  the  statement  that  when  seen  he 
showed  evidence  of  "intense  turmoil  going  on  within,  only  half 
framed  in  consciousness." 

In  the  chapter  specially  devoted  to  "conflicts  concerning  parentage 
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or  other  matters"  he  takes  up  Case  XXV,  a  boy  who  began  to  mas- 
turbate after  a  defective  boy  in  a  private  school  had  practiced  some 
perversion  on  him  and  had  also  told  him  about  stealing.  He  was 
taken  away  from  the  school  because  he  had  told  his  mother  about  this 
boy's  conduct,  though  not  about  his  own  masturbation.  He  stopped 
masturbation  at  that  point,  but  then  began  to  steal,  or,  as  we  shall  see, 
resumed  with  more  vigor  older  and  slighter  stealing  habits.  So  far 
the  case  is  clear  enough,  but  as  we  have  just  said  the  boy  had  been 
given  somewhat  to  stealing  before  he  had  been  in  the  private  school. 
It  was  then  found  that  earlier  he  had  seen  his  good-for-nothing  father 
take  a  lot  of  money  from  his  mother.  It  was  after  this  that  the  father 
deserted  the  mother.  Healy  now  reasons  that  "  the  boy  repressed  his 
natural  reaction  to  this  affair, "  and  that  "the  emotional  background  of 
the  experience  must  have  been  very  strong,  a  complex  was  established, 
and  a  conflict  ensued."  This  is  too  brief,  and  not  clear.  What  con- 
flict? I  dare  say  Healy  means  wrath,  telling  the  mother,  etc.,  etc., 
which  for  some  reason  was  then  repressed,  but  it  would  have  done  no 
harm  to  state  that  Xor  is  it  clear  why  we  should  not  assume  imita- 
tion, possibly  with  the  desire  for  identification  with  the  father  as  a 
dynamic  force  behind  it.  At  any  rate,  this  is  as  convincing  as  the 
other  explanation. 

In  a  considerable  proportion  of  the  cases,  the  information  gained 
by  the  study  was  evidently  of  great  value  in  the  later  management, 
but  Healy  makes  the  point  that  retraining  must  extensively  enter  into 
the  treatment,  in  addition  to  the  analysis. 

In  his  conclusions  he  points  out  that  there  is  no  definite  mental 
make-up  in  which  these  types  of  delinquencies  occur,  except  that  they 
evidently  occur  in  rather  sensitive  individuals  and  not  in  the  rough 
types,  which  otherwise  furnish  a  considerable  proportion  of  the 
delinquents.  In  mental  ability  they  range  above  the  average.  All 
the  cases  were  carefully  studied  with  Binet  tests,  evidently  in  a  very 
critical  manner.  Repeatedly  the  Binet  results  were  discarded, 
because  it  was  thought  that  factors  in  the  environment  or  affective 
disturbances  vitiated  the  results,  a  suspicion  which  was  then  con- 
firmed by  much  better  results  obtained  at  a  later  occasion.  The 
prognosis  is  stated  and  appears  from  the  cases,  to  be  good  in  a  con- 
siderable proportion  if  they  can  be  reached  at  a  plastic  age.  Other- 
wise there  is  a  tendency  toward  formation  of  criminalistic  habits. 

The  book  is  an  important  reminder  that  wholesale  treatment  is  not 
going  to  accomplish  all  that  can  be  accomplished,  but  that  only  indi- 
vidual treatment  will  do  that,  a  fact  which  is  as  important  for  the 
asylum  physician  to  remember  as  it  is  for  those  who  deal  with  these 
particular  cases  in  reformatory  institutions. 

One  misses  in  the  book  a  summing  up  of  the  general  results  of  these 
clinical  observations.  Perhaps  Healy  did  not  do  this  for  a  definite 
reason,  and  perhaps  from  caution,  but  I  think  that  this  is  hardly  an 
excuse.    It  is  certainly  customary  and  valuable  to  give  at  the  end  of 
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a  clinical  study  a  systematic  presentation  of  the  facts  at  any  rate, 
even  if  one  shrinks  from  giving  a  systematic  presentation  of  the 
interpretations.  But  there  is  no  doubt  that  the  book  is  very  valuable 
and  instructive,  not  only  for  those  who  deal  with  delinquency,  but 
for  all  psychiatrists  as  well.  Hocp. 

Kennedy,  Foster:  Stock- Brainedness,  the  Causative  Factor  in 
the  So-Called  "Crossed-Aphasias."  American  Journal  of  the 
Medical  Sciences,  December,  1916. 

"  Stock-Brainedness  "  is  the  tendency  in  a  stock  or  family  to  have 
the  left  or  the  right  hemisphere  the  leading  one,  as  is  evidenced  by 
the  tendency  in  that  stock  to  be  right  or  left-handed  respectively. 
Certain  individuals  of  a  right-handed  stock  may  be  left-handed,  but  it 
would  appear  that  in  them  the  tendency  toward  the  left  hemisphere 
being  the  leading  one,  would  still  hold  and  the  speech  area  be  located 
as  in  the  stock.  The  same  applies  to  left-handed  stock  and  its  eccen- 
tric right-handed  members.  Kennedy  indicates  that  this  condition  of 
stock-brainedness  may  aid  in  the  explanation  of  the  so-called  "crossed 
aphasias."  This  term  refers  to  those  conditions  of  right  hemiplegia 
with  aphasia  in  left-handed  individuals,  or  left  hemiplegias  with 
aphasia  in  right-handed  persons.  As  showing  the  apparent  influence 
of  stock-brainedness  over  exceptional  individuals  of  the  stock,  seven 
cases  are  reported. 

Case  1. — A  Frenchman  who  suffered  an  extensive  destruction 
of  the  right  hemisphere  from  a  grenade  explosion,  with  a  subsequent 
left  hemiplegia,  hemihypaesthesia  and  hemianopsia.  He  had  been 
left-Landed  in  everything  but  writing,  which  he  was  able  to  perform 
with  either  hand,  but  he  at  no  time  had  any  evidence  of  aphasia.  It 
was  found  that  he  was  the  only  member  of  his  family  who  was  left- 
handed. 

Case  2.— A  man  of  36,  suffered  an  embolic  right-sided  hemiplegia 
and  was  aphasic.  He  had  always  been  left-handed  in  everything  ex- 
cept writing,  but  no  other  member  of  his  family,  including  his  twin 
brother,  showed  left-handed  tendencies. 

Case  3. — A  completely  left-handed  man,  developed  a  left  hemi- 
plegia with  severe  left-sided  convulsions  after  a  fracture  of  the  right 
occipito-temporal  skull  and  middle  meningeal  hemorrhage.  There 
was  no  aphasia.    He  was  the  only  left-handed  member  of  his  family. 

Case  4. —A  right-handed  girl  who  had  severe  left-sided  attacks 
of  Jacksonian  epilepsy,  the  attacks  always  being  followed  by  a  severe 
transient  hemiplegia  and  aphasia.  Her  mother  and  father  were  left- 
handed. 

Case  5. — Complete  aphasia  for  ten  days  following  a  right  sub- 
temporal decompression  for  a  right-sided  subcortical  Rolandic  glioma. 
He  was  right-handed  but  his  two  brothers  were  left-handed. 
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Case  6. — A  woman  of  67,  who,  following  a  cerebral  hemorrhage 
had  a  left  hemiplegia  and  a  "considerable  degree  of  sensori-motor 
aphasia."  She  was  right-handed  but  her  mother,  brother,  and  a 
daughter  were  left-handed. 

Case  7. — Left-sided  weakness,  hemianaesthesia  and  hemianop- 
sia probably  from  ' '  luetic  cerebral  thrombosis. ' '  There  was  no 
aphasia.  He  had  been  left-handed  all  his  life,  preferring  to  write 
with  the  left  hand,  but  he  was  the  only  member  of  a  large  family  with 
such  a  tendency. 

These  cases  point,  as  Kennedy  suggests,  to  the  advisability  of  in- 
quiring not  only  into  our  patients'  handedness  but  also  regarding  the 
tendency  of  their  stock  to  right  or  left  handedness.  Such  inquiries 
may  be  of  value  not  only  in  adding  knowledge  to  the  intricate  subject 
of  aphasia,  but  may  be  also  of  value  in  the  consideration  of  cerebral 
operations  where  it  is  desired  to  avoid  producing  aphasia. 

It  would  seem,  however,  that  it  would  not  always  be  easy  to  deter- 
mine the  stock-brainedness  of  an  individual  or  predict  in  which 
hemisphere  destructive  lesions  would  produce  aphasia.  A  case  in 
point  is  that  of  one  of  our  colleagues.  He  is  a  member  of  a  family 
all  of  whose  men  for  five  generations  have  been  left-handed,  but 
whose  women  have  all  been  right-handed.  His  son,  of  the  sixth  gen- 
eration, is  likewise  left-handed.  It  would  be  interesting  to  know 
whether  the  males  or  females  represented  the  stock-brainedness.  An- 
other of  our  colleagues  is  wholly  left-handed;  his  wife  is  right-handed; 
they  have  one  left-handed  and  one  right-handed  daughter.  It 
would  seem  to  be  a  difficult  question  to  decide  what  the  stock- 
brainedness  of  the  left-handed  daughter  was.  cheney. 


DEPARTMENT  OF  SEROLOGY. 

Ottenberg,  Reuben:  On  the  Reliability  of  the  Wasserinann 
Reaction.  Archives  of  Internal  Medicine,  1917,  Vol.  XIX,  pp. 
457-492. 

This  article  is  a  technical  one  and  is  concerned  with  an  attempt  to 
standardize  the  Wassermann  reaction.  It  is  too  long  to  review  in 
extenso.  The  questions  it  takes  up  are  of  interest  largely  to  those 
directly  concerned  in  the  carrying  out  of  the  reaction.  It  is,  however, 
a  very  valuable  article  for  the  clinical  worker  to  glance  over  at  least. 
There  is  a  tendency  among  clinical  workers  to  treat  the  findings  in 
the  Wassermann  reaction  much  as  they  might  those  of  a  perfect 
technique,  let  us  say,  for  discovering  tubercle  bacilli  in  the  sputum  or 
malarial  parasites  in  the  blood.  Like  these  procedures  a  positive 
Wassermann  report  from  an  experienced  worker  means  a  good  deal; 
a  negative  may  mean  little  or  nothing,  although  a  negative  report  is 
generally  of  more  value  than  a  negative  report  in  the  above  procedures. 
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In  other  words,  the  Wassermann  reaction  is  treated  too  much  an 
authoritative  statement  as  to  whether  or  not  the  patient  has  syphilis. 
It  is,  of  course,  nothing  of  the  kind.  It  is  a  procedure  the  delicacy 
of  which  varies  very  greatly  in  different  hands  and  with  different 
techniques  and  which  even  in  the  most  perfect  technique  is  by  ho 
means  pathognomonic  of  syphilis.  It  is  a  quantitative  relationship 
between  numerous  very  variable  factors  both  in  the  patient's  serum 
and  out  of  it.  Only  a  good  knowledge  of  the  theory  of  the  reaction 
and  experience  in  its  practical  application  can  obviate  the  errors 
(principally  towards  negative  results)  inherent  in  the  method. 

Ottenberg's  article  reveals  the  tremendous  diversity  of  techniques 
used.  As  he  states,  it  would  be  of  great  value  if  some  authoritative 
body  should  adopt  standard  specifications  for  the  reaction  even  though 
these  specifications  did  not  conform  entirely  to  the  practice  of  the 
most  advanced  workers.  These  specifications  would  have  the  same 
positive  value  that,  for  instance,  the  specifications  of  the  Public  Health 
Association  have  in  the  methods  of  water  and  sewage  analysis,  even 
though  like  these  latter  they  were  in  certain  respects  susceptible  of 
improvement.  From  time  to  time  improvements  could  be  adopted 
before  an  authoritative  committee  and  added.  MORSE. 

McIntosh,  James,  and  FiivDES,  Paui,:  The  Factors  which  Govern 
the  Penetration  of  Arsenic  (Salvarsan)  and  Aniline  Dyes 
into  the  Brain  and  their  Bearing*  upon  the  Treatment  of 
Cerebral  Syphilis.    Brain,  Volume  39,  1916,  pp.  478-483. 

The  authors  have  tested  certain  dyes  for  their  penetration  or  lack  of 
penetration  into  the  brain  substance  when  injected  intravenously. 
Their  method  was  to  inject  a  large  dose  of  the  dye  into  rabbits  which 
were  killed  about  five  minutes  later  by  air  embolism.  They  found 
certain  dyes,  preeminently  methylene  blue  (  "medicinal  pure" 
Gruebler)  and  neutral  red,  to  stain  the  gray  matter  of  the  brain.  No 
stain  was  found  to  stain  white  matter.  Other  stains  which  affect  the 
gray  matter  were  alizarin  blue  and  malachite  green;  indophenol  and 
aurantia  slightly.  Other  stains,  such  as  fluorescine,  indigo-carmine, 
acid  fuchsin,  light  green,  trypan  red,  trypan  blue  and  pyrrhol  blue 
while  staining  other  tissues  of  the  body  did  not  stain  the  central 
nervous  system. 

In  no  case  was  the  spinal  fluid  in  these  experiments  found  to  be 
colored,  though  it  was  looked  at  through  a  layer  five  or  more  centi- 
meters deep.  These  results  are  important  as  regards  the  mechanism 
of  transfer  of  materials  to  and  from  the  nervous  tissue  and  would 
indicate  that  under  the  conditions  of  the  experiment  considerable  dye 
was  directly  transferred  from  the  circulation  to  the  nervous  tissue. 
It  is,  of  course,  possible  that  the  nervous  tissue  has  the  power  just  as 
charcoal  has  of  extracting  quantitatively  a  dye  from  the  spinal  fluid 
so  rapidly  that  the  spinal  fluid  when  drawn  off  would  be  found  color- 
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less  but  the  weight  of  evidence  as  detailed  here  would  be  against  the 
spinal  fluid  having  much  to  do  with  the  transporting  of  the  dyes  which 
stain  the  gray  matter  in  that  location. 

They  could  not  predict  from  the  molecular  structure  of  a  dye 
whether  or  not  it  would  stain.  They  could  not  trace  any  connection 
between  the  diffusibility  of  a  dye  and  its  ability  to  stain.  It  was  evident, 
however,  that  the  ability  to  stain  of  a  dye  was  in  some  manner  spe- 
cific to  that  dye.  These  phenomena  indicate  the  danger  in  drawing 
any  conclusion  about  a  drug  from  the  behavior  of  a  similar  dye.  Ani- 
line dyes  are  active  substances.  They  have  the  property,  in  all 
probability,  of  changing  the  permeability  of  living  membranes  into 
a  manner  not  to  be  predicted  with  our  present  knowledge.  Their 
reactions  are  peculiar  to  themselves  and  must  be  so  considered. 

The  authors  did,  however,  find  that  there  was  a  connection  between 
the  solubility  of  the  dyes  in  chloroform  and  their  penetration  into 
nerve  cells,  all  of  these  dyes  which  stain  the  central  nervous  system 
being  soluble  in  chloroform  and  those  which  do  not  being  insoluble. 
They  were  led  to  this  observation  by  the  assumption  that  the  cell 
membrane  of  nerve  cells  was  lipoid  in  nature,  Overton  having  shown 
that  before  a  substance  could  penetrate  into  a  cell  it  must  be  soluble 
in  the  cell  membrane.  They  tested  out  a  large  number  of  organic 
and  inorganic  arsenical  compounds  for  their  solubility  in  chloroform 
and  penetration  into  the  brain.  Almost  all  these  substances  were 
insoluble  in  chloroform  but  certain  combinations  of  aniline  colors  and 
arsenic  which  were  soluble  were  found  to  have  carried  arsenic  into  the 
brain  substance  when  injected  intravenously.  The  war  interrupted 
the  work  at  this  stage.  MORSE. 


WAR  NEUROSES. 


By  Dr.  John  T.  MacCurdy, 

Psychiatric  Institute  of  the  New  York  State  Hospitals. 

War  neuroses  maybe  defined  as  those  functional  nervous 
conditions  arising  in  soldiers,  which  are  immediately  deter- 
mined by  the  conditions  of  modern  warfare,  and  have  a 
symptomatology  whose  content  is  directly  related  to  war. 
Naturally  enough,  in  any  large  body  of  troops,  neuroses  (as 
well  as  psychoses)  develop  as  they  do  in  times  of  peace,  and 
many  of  these  are  determined  by  factors  which  are  essen- 
tially those  of  civilian  life.  In  these  latter  the  symptoms 
are  the  same  as  those  occurring  in  peace  times,  and  can 
therefore  not  be  called  war  neuroses  with  any  clinical  accu- 
racy. This  group  of  functional  nervous  diseases  presents 
no  problems  that  are  different  from  those  which  have  been 
studied  for  many  years,  and  they  shall  therefore  receive  no 
attention  in  the  preliminary  clinical  report  which  follows. 

The  war  neuroses,  however,  offer  problems  very  new  and 
of  great  importance  both  from  medical  and  military  stand- 
points. The  term  ' '  shell  shock  ' '  has  been  adopted  officially 
by  the  British  War  Office  as  the  diagnostic  term  to  cover  all 
neuroses  arising  among  officers  and  soldiers  of  the  armies. 
This  term  has  an  advantage  in  its  picturesqueness  that  has 
helped  to  stimulate  popular  as  well  as  professional  interest, 
but  it  is  a  term  which  can  be  defended  with  difficulty  from 
a  purely  medical  standpoint.  There  are  two  reasons  why 
this  is  so.  In  the  first  place  it  implies  a  single  etiology — the 
physical  effects  of  high  explosive  shells  on  those  subjected 
to  bombardment,  who  suffer  no  external  physical  injury — 
and  this  is  far  from  being  even  the  main  factor  in  the  deter- 
mination of  the  symptoms.  Secondly,  the  clinical  types 
covered  by  this  blanket  diagnostic  term  are  too  various  to 
be  safely  gathered  under  one  heading.  It  is  therefore  more 
advisable  to  use  the  term  "war  neuroses,"  which  gives  the 
desired  latitude  in  grouping  together  the  different  clinical 
pictures  that  occur,  and  focuses  the  attention  on  those 
influences  which  come  directly  from  warfare. 
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In  most  countries,  at  the  outbreak  of  the  present  war,  a 
situation  was  in  existence  that  was  distinctly  inimical  to  the 
careful  study  of  functional  nervous  diseases.  Neurotics,/ 
with  their  tendency  to  superficial  recovery  and  frequent 
relapses,  were  insoluble  problems  to  the  bulk  of  the  profes- 
sion who  were  not  especially  trained  in  their  treatment,  so 
that  they  had  become  the  betes  noires  of  most  general  prac- 
titioners and  of  many  neurologists.  Being  little  understood, 
the  general  ignorance  as  to  causation  led  to  the  adoption  of 
hypotheses  concerning  the  essential  nature  of  these  con- 
ditions, which  were  more  strongly  held  than  scientific 
accuracy  would  justify.  This  was,  of  course,  a  natural 
consequence  of  the  multiplicity  of  physical  and  psycholog- 
ical factors  that  are  probably  always  at  work  in  the 
production  of  peace  neuroses. 

Neurotics,  too,  demand  so  much  time  of  the  physician  in 
treatment  that  a  tendency  had  developed  to  regard  their 
symptoms  as  purely  imaginary,  somewhat  spurious,  or  at 
least  of  less  importance  than  obviously  organic  medical 
problems.  The  average  medical  practitioner  naturally  pre- 
ferred to  give  his  attention  to  concrete  physical  disabilities 
rather  than  to  impalpable  and  subjective  symptoms.  When 
the  war  appeared,  therefore,  the  medical  attitude  toward 
neuroses  was  one  of  rather  narrow  bigotry  on  the  part  of 
most  of  that  small  group  interested  in  functional  nervous 
diseases,  and  of  indifference  on  the  part  of  the  bulk  of  the 
profession.  Naturally  then,  there  were  few  observers  who 
were  really  competent  to  study  the  great  mass  of  material 
which  the  war  suddenly  produced. 

These  thousands  of  cases  presented  problems  which  were 
no  less  important  from  a  military  than  from  a  medical  stand- 
point, and  hypotheses  as  to  their  essential  nature  were  put 
forth  with  as  much  enthusiasm  and  as  little  accuracy  as  the 
importance  of  the  problem,  on  the  one  hand,  and  the  lack 
of  preparation  on  the  part  of  the  observers,  on  the  other, 
would  naturally  be  expected  to  produce.  Those  who  had 
had  little  sympathy  with  the  neurotic  looked  on  these  vic- 
tims of  war  as  mere  malingerers  and  advised  treatment  by 
a  firing  squad — "pour  encourager  les  autres." 
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Those  who  had  been  previously  interested  in  hereditary 
defects  asserted  that  these  new  patients  were  practically  all 
inferior  individuals.  Those  who  had  emphasized  physical 
factors  in  peace  times  were  able  to  demonstrate  to  their  sat- 
isfaction that  all  the  cases  were  suffering  from  extreme 
physical  fatigue,  concussion  from  high  explosive  shells,  or 
poisoning  with  gases  from  the  explosives.  On  the  other 
hand,  there  were  those,  who  had  worked  with  neurotics  from 
a  psychological  standpoint,  who  took  the  ground  that  the 
war  neuroses  were  essentially  psychic  in  origin.  As  a  re- 
sult of  this,  a  large  literature  has  grown  up  which  must  be 
rather  chaotic  for  the  average  American  to  whom  it  is  acces- 
sible, since  few  publications  are  to  be  found  which  give  any 
broad  survey  of  the  clinical  material,  or  a  careful  study  of 
all  possible  factors.  It  therefore  seemed  advisable  to  make 
a  survey  of  these  cases,  bearing  constantly  in  mind  the 
possibility  of  all  the  above  mentioned  factors  coming  into 
play,  in  order  that  their  relative  importance  might  be  gauged 
as  a  basis  for  the  further  study  and  treatment  of  these  con- 
ditions as  they  arise  in  the  American  expeditionary  forces. 

The  cases  now  to  be  reported  were  observed  in  seven  hos- 
pitals in  England:  five  of  them  in  London,  one  in  the 
neighborhood  of  Liverpool  and  one  near  Edinborough. 
They  embrace  neuroses  occurring  both  in  officers  and  men, 
and  arising  in  the  extremely  varied  circumstances  of  mod- 
ern warfare.  Most  of  the  cases  had  been  out  of  the  firing 
line  for  some  weeks  or  months,  but  a  few  had  been  disabled 
from  active  service  for  only  a  few  days.  Unfortunately  it 
was  not  possible  in  the  two  months  at  my  disposal  to  visit  the 
front  and  examine  similar  material  in  its  more  acute  stages. 
As  a  result,  it  is  impossible  to  describe  on  the  basis  of  per- 
sonal observation  the  "stuporous"  states  that  are  said  to 
exist  for  a  short  time  in  many  of  the  cases.  For  the  pur- 
poses of  this  preliminary  account,  no  neuroses  developing 
during  the  period  of  training  have  been  included.  What 
material  is  presented,  as  a  foundation  for  statements  as  to 
etiology,  was  gathered  by  taking  careful  histories  from  the 
patients  themselves,  and  discussing  the  problems  freely  with 
those  who  had  spent  months  or  years  in  the  observation  and 
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treatment  of  these  diseases.  This  work  was  not  only  greatly 
facilitated,  but  was  made  a  pleasurable  task  by  the  extraor- 
dinary cooperation  and  cordiality  which  was  everywhere 
found  in  the  British  hospitals.  It  is  impossible  to  state  too 
strongly  my  appreciation  of  the  opportunities  that  were  given 
me,  and  of  the  kindness  with  which,  as  an  American,  I  was 
received. 

In  order  to  orient  the  reader  at  the  outset  with  the  nature 
of  these  neuroses,  it  may  be  well  to  note  cases  representa- 
tive of  the  two  main  types  which  are  to  be  found.  These 
are  conditions  of  anxiety  on  the  one  hand,  and  of  simple 
conversion  hysteria  on  the  other. 

Case  I.  The  following  history  is  typical  of  the  development  and 
symptoms  of  an  anxiety  state.  The  patient  was  a  man  of  27  who  had 
never  been  ill  in  his  life.  He  had  never  shown  any  neurotic  tenden- 
cies, having  been  entirely  free  from  night  terrors  as  a  child,  and  had 
suffered  from  none  of  the  fears  or  inhibitions  so  constantly  met  with 
among  neurotics  in  peace  times.  He  had  never  had  any  fear  of  high 
places,  or  thunder-storms,  or  crowds,  or  entering  tunnels,  and  had  had 
no  sensitiveness  to  bloodshed.  He  had  been  a  normal,  mischievous 
boy,  had  played  many  games,  and  had  been  successful  in  his  work, 
both  in  school  and  when  he  entered  business  life.  The  only  abnor- 
mality to  be  found  in  his  make-up  was  a  certain  shyness  with  the  other 
sex,  from  which  he  had  never  entirely  freed  himself.  It  was  perhaps 
for  this  reason  that  he  was  unmarried  and  had  never  thought  of  taking  a 
wife.  It  is  interesting  to  note  that  he  always  despised  those  who  de- 
veloped neuroses  of  any  kind,  and  when  he  went  to  France  had  similar 
disrespect  for  those  suffering  from  "shell  shock." 

He  enlisted  as  a  private  in  October,  1914,  and  adapted  himself  pretty 
well  to  the  training,  making  many  friends  among  his  fellow  soldiers 
and  enjoying  the  work  at  first,  although  he  became  rather  bored  with 
the  routine  before  his  five  months  of  training  were  completed.  In 
February,  1915,  he  went  to  the  firing  line  in  France.  In  his  first 
experience  of  shell  fire  he  broke  out  with  a  cold  sweat  with  fear, 
then  became  rather  slow  and  depressed,  without  any  energy,  and 
felt  rather  sleepy.  This  reaction,  however,  was  only  temporary.  He 
soon  became  accustomed  to  bombardment  and  the  sight  of  wounds  and 
death,  and  then  began  to  enjoy  his  work,  particularly  the  active  oper- 
ations. After  eight  months  in  the  trenches  he  was  invalided  home 
with  nephritis.  He  was  convalescent  for  four  months,  and  was  rec- 
ommended for  a  commission,  which  he  received  after  two  months 
training.  Two  months  more  being  spent  in  his  regimental  depot,  he 
returned  to  France  as  a  lieutenant  in  June,  1916.  Then  followed  four 
months  of  very  heavy  fighting  on  the  Somme,  during  which  time  he 
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developed  no  symptoms  whatever.  He  was  wounded  very  slightly 
once.  One  day  he  was  buried  three  times  by  earth  thrown  up  from 
shell  explosions.  The  last  time  he  was  unconscious  for  ten  minutes. 
He  was  relieved  for  three  days  after  this  experience,  although  he  had 
no  symptoms.  He  was  very  frequently  knocked  out  for  short  periods 
by  the  concussion  from  shells.  About  the  end  of  October,  1916,  he 
was  sent  to  the  Ypres  section  where  he  was  working  with  a  pioneer 
battalion  and  had  to  bury  many  dead.  This  has  been,  since  the  outset 
of  the  war,  the  most  trying  part  of  the  whole  British  line.  Not  only 
has  bombardment  been  practically  constant  from  the  beginning,  but 
to  add  to  the  other  horrors  of  the  situation  it  has  never  been  possible 
to  bury  all  the  dead.  In  this  disagreeable  situation  he  began,  after 
a  month  of  these  new  duties,  to  dislike  the  work,  and  became  mildly 
depressed,  although  he  paid  no  particular  attention  to  his  feelings. 
Then  some  fatigue  set  in,  and  he  found  himself  for  the  first  time  since 
his  initial  experience  of  shell  fire  with  a  tendency  to  jump  nervously 
when  the  shells  came.  To  keep  himself  in  hand  he  began  to  drink. 
After  a  couple  of  weeks  he  found  that  his  sleep  was  becoming  poor. 
It  took  him  a  long  time  to  get  to  sleep,  during  which  time  the  scenes 
on  the  Somme  front  were  constantly  in  his  mind.  He  had  a  feeling 
that  he  had  to  get  up  to  the  trenches  on  the  Somme  the  next  day,  and 
that  he  did  not  want  to  go.  During  this  period  of  half-sleeping,  half- 
waking,  he  suffered  from  "hypnagogic"  hallucinations;  that  is,  vis- 
ions of  the  trenches,  shells,  and  so  on,  accompanied  by  insight  that 
they  were  really  not  there,  but  only  imaginations.  These  visions  pro- 
duced no  fear.  At  this  time  he  had  no  nightmares.  Matters  grew 
worse.  Every  week  he  became  more  nervous;  fear  of  the  shells  grew 
on  him,  he  lost  the  ability  to  tell  by  the  sound  where  each  was  going 
to  land,  and  all  of  them  seemed  to  be  coming  at  him.  In  the  effort  to 
' '  quiet  his  nerves  ' '  he  got  to  drinking  quite  heavily  by  the  beginning 
of  the  present  year.  He  struggled  constantly  to  prevent  any  outward 
signs  of  his  fear  betraying  his  condition  to  his  men.  This  effort  in- 
creased his  fatigue.  The  horror  that  he  felt  when  first  confronted 
with  the  bloodshed  of  battle,  and  to  which  he  had  long  since  become 
accustomed,  reappeared  at  this  time.  He  became  sensitive  to  all  the 
sights  that  were  forced  on  his  eyes,  would  think  of  them  when  alone 
and  not  actively  engaged  on  some  duty,  and  would  see  them  before 
him  on  falling  off  to  sleep.  He  was  so  discouraged  that  he  began  to 
wish  he  might  be  killed. 

He  was  able  to  continue,  however,  until  March,  when  on  a  raid  one 
day  seven  men  around  him  were  killed  and  he  was  immediately  after- 
ward buried  himself.  After  this  he  felt  so  much  worse  that  he  applied 
to  the  doctor,  who  told  him  he  had  some  fever  and  gave  him  a  "pick- 
me-up.  "  He  "carried  on  "  for  two  days,  but  with  extreme  difficulty; 
then  his  condition  became  so  bad  that  he  was  forced  to  report  to  his 
physician  again,  and  was  sent  to  a  hospital.  For  two  or  three  weeks 
he  had  had  bad  headaches  back  of  his  eyes,  his  sleep  had  become  very 
limited  as  he  would  constantly  awake  with  a  jump. 
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As  soon  as  he  got  into  the  hospital  he  began  having  nightmares 
which  were  typical  of  the  anxiety  state.  In  them  he  was  back  on  the 
Somme  front  and  being  shelled  mercilessly.  Shells  would  come 
closer  and  closer  to  him,  finally  one  would  land  right  on  top  of  him 
and  he  would  awake  with  a  shriek  of  terror.  After  a  long  time  he 
would  go  to  sleep  again,  to  be  almost  immediately  reawakened  with 
another  of  these  dreams,  the  content  being  always  the  same  and 
confined  to  fighting,  in  which  he  was  invariably  getting  the  worst 
of  it. 

He  would  awaken  in  the  morning  feeling  weak,  absolutely  played 
out.  Any  noise  would  ba  interpreted  as  a  shell  and  strike  him  with 
terror.  He  was  therefore  suffering  from  a  combination  of  fatigue  and 
extreme  nervousness,  with  the  war  constantly  in  his  thoughts.  At 
night  when  falling  off  to  sleep  he  would  have  "hypnagogic"  hallu- 
cinations of  Germans  entering  the  room,  and  with  these  visions,  too, 
there  was  great  terror. 

After  being  a  little  over  a  week  in  different  hospitals  in  France,  he 
was  transferred  to  London.  There  his  condition  greatly  improved,  his 
fatigue  lessened,  he  became  less  sensitive  to  noises  and  his  night- 
mares largely  disappeared.  He  was  then  sent  to  a  hospital  in  the 
country  where  he  had  every  opportunity  for  out-door  exercise  and 
recreation  and  continued  to  improve  for  two  weeks.  Then  came  the 
news  of  the  death  of  one  of  his  best  friends  in  France,  which  de- 
pressed him  considerably.  Shortly  after  this  a  concert  was  arranged 
at  the  hospital  and  he  tried  to  sing,  but  failed.  This  experience  made 
him  much  worse.  The  old  dreams  began  to  destroy  his  sleep  with 
great  regularity.  He  became  more  disheartened  and  hypochondriacal, 
complained  that  he  was  in  a  sweat  day  and  night,  that  he  had  lost 
Lwelve  pounds  and  that  he  was  never  going  to  get  well  because  his 
physicians  would  not  give  him  an  opiate.  (As  a  matter  of  fact,  at 
this  time  his  sleep  was  fairly  good.)  He  could  not  be  induced  to 
leave  the  hospital  and  would  not  go  out  of  doors  for  a  week  at  a  time. 
He  felt  so  much  weaker  that  he  was  no  longer  able  to  play  golf.  He 
was  in  general  quite  convinced  that  he  was  physically  and  nervously 
a  permanent  wreck. 

This  case  is  typical,  except  for  the  occurrence  of  the 
relapse  with  depression. 

Case  II.  This  case  illustrates  a  simple  hysterical  conversion.  The 
patient  is  a  private  of  20  years  of  age,  who  is  not  quite  so  normal 
as  the  individual  whose  history  has  just  been  cited.  Although  he 
had  never  had  any  neurotic  symptoms,  he  showed  a  tendency  to 
abnormality  in  his  make-up.  He  was  rather  tender-hearted  and 
never  liked  to  see  animals  killed.  Socially,  he  was  rather  self- 
conscious,  inclined  to  keep  to  himself,  and  had  not  been  a  perfectly 
normal,  mischievous  boy,  but  was  rather  more  virtuous  than  his 
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companions.  He  had  always  been  shy  with  girls  and  had  never 
thought  of  getting  married.  All  of  these  seclusive  tendencies, 
however,  were  quite  mild  in  degree.  The  one  physical  trouble  from 
which  he  ever  suffered  was  a  sore  throat  a  year  or  so  before  the  war 
began.  At  this  time  he  was  unable  to  sing  or  to  talk  loudly  without 
hurting  his  throat.    He  had  always  had  a  lisp. 

He  enlisted  in  May,  1916,  and  spent  five  months  in  training.  This 
proved  to  be  distinctly  advantageous,  for  he  adapted  himself  well  to 
it  and  was  mentally  more  comfortable  than  before,  as  was  shown  by 
his  increasing  sociability.  On  going  to  the  front,  October,  1916,  he 
found  himself  frightened,  as  is  usual,  by  the  first  shell  fire  he  encoun- 
tered, and  horror-struck  by  the  sight  of  wounds  and  death,  but  soon 
became  free  from  fear  and  quite  accustomed  to  the  horrors  around  him. 
After  five  months  of  fighting,  he  was  sent  to  Armentieres  in  March, 
1917,  and  had  to  fight  for  three  days  without  sleep.  He  became  tired, 
developed  no  anxiety  or  "  jumpiness, "  but  felt  a  strong  desire  to  get 
out  of  the  fatiguing  situation  in  which  he  found  himself.  This  desire 
did  not  show  itself,  as  in  the  previous  case,  in  a  wish  to  be  killed,  but 
rather  in  the  hope  that  he  might  receive  wounds  which  would  inca- 
pacitate him  from  service,  for  a  time  at  least. 

Then  he  was  suddenly  buried  by  a  shell.  He  did  not  lose  conscious- 
ness, but  when  dug  out  by  his  companions  he  was  found  to  be  deaf 
and  dumb.  On  his  way  to  the  field  dressing  station  he  had  a  fear  of 
the  shells,  but  this  did  not  persist  after  his  leaving  the  zone  that  was 
under  bombardment- 
Physical  examination  revealed  absolutely  no  abnormality,  of  course, 
to  account  for  his  deafness  and  inability  to  speak.  It  was  a  purely 
hysterical  condition,  and  persisted  unchanged  for  a  month.  He  was 
then  transferred  to  a  hospital  for  the  treatment  of  functional  cases, 
where  he  was  completely  and  permanently  cured  in  less  than  five 
minutes.  This  cure  was  effected  by  demonstrating  to  the  patient  that 
he  had  not  really  lost  his  hearing,  the  method  employed  being  to 
make  him  face  a  mirror  and  observe  the  start  he  gave  when  hands 
were  clapped  behind  him.  He  was  spoken  to  immediately,  and  told 
that  the  jump  he  had  just  given,  which  he  had  himself  observed  in 
the  mirror,  was  evidence  that  he  had  heard  the  hand  clapping,  and 
that,  as  his  hearing  was  not  lost,  neither  was  his  speech.  He 
promptly  replied  verbally,  and  had  no  relapses  during  the  two  months 
before  I  saw  him.  All  this  time  he  did  not  suffer  from  nightmares 
or  from  any  other  anxiety  symptoms. 

This  case  is  typical  of  the  simple  conversion  hysteria 
that  develops  under  the  stress  of  warfare.  Not  only  the 
history  and  symptoms  are  typical,  but  the  speedy  and 
apparently  permanent  recovery  under  competent  treatment 
is  equally  representative  of  this  group. 
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With  these  two  cases  in  mind  we  may  proceed  to  a  few 
general  considerations.  Officers  are  affected  in  the  propor- 
tion of  five  to  one  as  compared  with  privates  and  non-com- 
missioned officers,  although  in  absolute  numbers  there  are 
more  in  the  latter  group,  of  course.  Explanations  for  this 
discrepancy  will  be  offered  later.  As  to  the  total  number 
of  neuroses  developing  in  the  different  armies,  there  are  no 
statistics  available  for  general  publication.  But  I  have  been 
informed  that  "shell  shock"  ranks  with  what  were  pre- 
viously considered  the  more  important  conditions  (excluding 
wounds)  operating  to  remove  men  temporarily  or  permanently 
from  active  service.  This  makes  it  at  once  evident  that 
functional  nervous  troubles  are  an  extremely  important 
medical  problem.  Unlike  other  causalities,  however,  there 
is  a  military  significance  in  the  nature  of  these  neuroses. 
These  do  not  merely  cause  the  removal  of  many  men  from 
active  service.  As  can  be  easily  seen  in  the  first  case 
quoted,  there  may  be  the  development  of  a  state  of  fear 
which'  may  last  for  weeks  or  months  before  the  symptoms 
accumulate  sufficiently  to  incapacitate  the  soldier  totally. 
No  matter  how  much  any  man  may  try  to  hide  his  fear,  he 
can  not  but  unconsciously  betray  it,  and  so  weaken,  or  tend 
to  weaken,  the  morale  of  his  group.  This  is  not  merely  a 
psychological  deduction,  but  has  been  confirmed  by  the 
statements  of  many  officers  who  have  observed  these  cases, 
and  whom  I  had  the  opportunity  of  questioning  on  the 
subject. 

Another  point  of  military  importance  is  that  war  neuroses 
are  apparently  a  corollary  of  modern  methods  of  fighting. 
The  first  reports  of  these  conditions  came  from  the  Russo- 
Japanese  war,  which  would  indicate  that  there  is  something 
in  the  modern  trench  warfare,  combined  with  the  appalling 
artillery  fire,  which  tends  to  produce  a  condition  of  what 
might  loosely  be  termed  neuro-psychic  instability.  I  have 
had  the  opportunity  of  asking  several  officers  who  served 
both  in  South  Africa  and  in  the  present  war  about  this 
matter.  The  answers  are  quite  consistent.  Practically  all 
the  officers  now  in  France  are  familiar  with  the  clinical 
pictures  of  the  war  neuroses,  and  are  therefore  competent 
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to  say  whether  they  existed  in  the  Boer  war  or  not.  None 
of  them  observed  anything  at  all  similar.  It  is  impossible 
to  consider  that  the  human  race  can  have  deteriorated 
appreciably  in  a  matter  of  fifteen  years,  and  therefore  we 
are  safe  in  assuming  that  it  is  modern  warfare  which  has 
produced  these  conditions. 

Medical  interest  in  these  cases  should  naturally  exceed 
the  interest  of  the  professional  soldier.  It  is  the  responsi- 
bility of  the  medical  corps  to  treat  the  sick  and  prevent 
diseases  from  developing.  The  responsibility  of  the  army 
medical  officer  must  now,  however,  go  further  than  this,  for 
the  all  important  discrimination  between  a  definite  disease 
and  malingering  can  be  made  only  by  him. 

To  those  who  are  interested  in  psychological  medicine 
there  is  here  a  new  field,  and  a  highly  important  one, 
opened  up.  We  find  in  these  cases  a  great  simplicity  in 
the  psychic  mechanisms  operating  to  produce  symptoms  and 
the  appearance  of  severe  neuroses  in  people  who  were 
apparently  absolutely  normal  before  their  exposure  to  the 
horrors  and  hardships  of  this  war.  We  find  wishes,  fully 
conscious  to  the  subject,  directly  determining  symptoms, 
simple  therapeutic  measures  leading  to  permanent  recovery 
with  astonishing  rapidity,  and,  on  the  other  hand,  we  see  a 
chronicity  of  symptoms  for  which  no  treatment,  or  improper 
treatment,  is  given. 

In  all  these  respects  we  discover  an  extraordinary  con- 
trast to  the  phenomena  exhibited  by  neurotics  in  times  of 
peace.  It  is  therefore  reasonable  to  hope  that  psycho- 
pathology  can  profit  greatly  by  a  careful  study  of  the  war 
neuroses.  Without  minimizing  the  importance  of  physical 
factors,  it  is  safe  to  say  that  psychic  mechanisms  always 
determine  the  exact  nature  of  the  s}Tmptoms.  Physical 
disabilities,  of  course,  frequently  underlie  the  faulty  psychic 
processes.  We  must  therefore  consider  at  the  outset  how 
our  previous  psychopathological  knowledge  can  be  applied 
to  this  novel  material.  In  order  to  gain  our  first  approach 
to  the  problem,  account  must  be  taken  of  what  is  really,  if 
dispassionately  viewed,  an  extraordinary  phenomenon. 

At  the  present  time  there  are  millions  of  men,  previously 
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sober,  humdrum  citizens,  with  no  observable  traits  of  reck- 
lessness or  bloodthirstiness  in  their  nature,  and  with  a  nor- 
mal interest  in  their  own  comfort  and  security,  not  only 
exposing  themselves  to  extraordinary  hazards,  but  cheer- 
fully putting  up  with  extreme  discomforts,  and  engaged  in 
inflicting  injuries  on  fellow  human  beings,  without  the  re- 
pugnance they  would  have  shown  in  performing  similar 
operations  on  the  bodies  of  dogs  and  cats.  It  would  be  im- 
possible to  discuss  in  any  completeness  the  mental  mechan- 
isms which  result  in  this  astonishing  change  in  character. 
It  is,  however,  extremely  important  to  develop  some  hypoth- 
esis, no  matter  how  briefly,  to  account  for  this,  because 
one  of  the  phenomena  exhibited  by  the  war  neuroses  is  the 
tendency  to  return  to  the  mental  attitudes  of  civilian  life 
and  to  become  increasingly  obsessed  with  the  horror  of 
warfare. 

Deep  down  in  all  of  us  there  is,  apparently,  a  primitive 
instinct  that  takes  a  delight  in  brutality  and  savagery  for 
themselves  alone.  Among  civilized  peoples  these  tenden- 
cies are,  in  normal  circumstances,  quite  thoroughly  re- 
pressed, and  gain  an  outlet,  as  William  James  has  suggested, 
only  in  physical  exertions,  dangerous  exploits  and  rough 
and  tumble  athletic  contests.  The  origin  of  this  repres- 
sion is  probably  to  be  found  in  the  instinct  of  gregari- 
ousness  in  the  human  species,  which  increases  in  its  power 
with  the  advance  of  civilization,  and  is  necessarily  in  con- 
flict with  all  individualistic  instincts,  whose  operation 
would  be  inimical  to  the  interests  of  society.  The  repug- 
nance, therefore,  of  the  modern  civilized  man  to  cruelty  and 
bloodshed  is  probably  based  on  the  fact  that,  during  cen- 
turies of  development,  the  race  has  frowned  upon  all  lawless 
individual  exhibitions  of  such  tendencies,  and  that  this 
feeling  has  become  part  and  parcel  of  the  individual's 
make-up. 

The  doctrine  of  sublimation,  as  developed  by  the  psycho- 
analytic school  of  psychology,  furnishes  probably  the  only 
effective  explanation  for  the  lifting  of  this  repression  in 
times  of  war.  A  sublimation  is  an  outlet  to  primitive  indi- 
vidualistic instinct,   rarely  in  a  direct,  more  often  in  a 
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symbolic  form,  but  always  so  constituted  as  not  to  be  re- 
pugnant to  society  or  to  the  social  instincts  of  the  subject. 
Any  man  is  not  only  a  member  of  the  human  genus,  but 
also,  and  more  immediately,  a  member  of  a  smaller  group, 
that  is,  a  tribe  or  a  nation.  And  it  is  an  interesting  fact 
that  this  group  is  apt  to  be  more  powerful  in  its  influence 
on  the  man  than  is  the  interest  of  mankind  as  a  whole. 
The  more  primitive  is  any  people,  the  more  does  it  tend  to 
regard  members  of  other  tribes  or  nations  as  belonging  to  a 
different  species,  and  therefore  to  be  treated  as  natural 
enemies,  to  whom  no  sympathy  or  consideration  is  due.  It 
follows  from  this  that  any  man's  instinctive  morality  is 
much  more  strongly  determined  by  the  general  standards  of 
the  group  with  which  he  lives  than  by  any  interest  in  that 
vaguer  conception  of  mankind  as  a  whole.  The  average 
human  being  is  therefore  restrained  in  large  measure  from 
the  development  of  his  tendencies  to  lust  and  cruelty  by  the 
innate  feeling  he  enjoys  of  the  deleterious  effect  such  actions 
would  have  on  his  immediate  fellows.  When  war  develops, 
however,  a  premium  is  put  upon  bloodthirstiness,  and  the 
community  extols  the  individual  who  is  most  effective  in 
inflicting  injuries  upon  the  bodies  and  lives  of  the  members 
of  an  opposing  group. 

This  becomes,  in  effect,  a  sublimation,  for  now  the  soldier 
can,  by  the  same  acts,  give  vent  to  his  primitive  passions 
and  reap  the  approbation  of  his  fellows.  Only  two  factors 
mav,  occasionally,  stand  in  the  way  of  a  complete  develop- 
ment of  this  sublimation;  the  first  is  the  habit  of  the  man's 
mind,  who  for  years  has  been  educated  with  ideals  of 
gentleness;  the  second  is  that  degree  of  emotional  unity, 
he  may  possess,  that  binds  him  to  all  mankind,  making 
him  sensitive  to  the  sufferings  of  those  outside  his  group. 
The  combined  influence  of  both  these  factors  is,  apparently, 
insufficient  to  inhibit  an  almost  universal  and  fairly  free 
outlet  to  cruelty  in  the  average  modern  man,  as  the  present 
war  shows.  The  soldier  is  therefore  usually  able  to  take 
delight  in  the  injury  he  inflicts  upon  his  foe,  and  to  become 
callously  immune  to  the  horrible  sights  to  which  he  is 
constantly  exposed,  since  bloodshed,  as  such,  has  ceased 
to  be  colored  with  horror  for  him. 
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Another  feature  in  the  psychology  of  war  is  of  clinical 
importance.  Individualistic  and  social,  or  herd  instincts 
are  by  their  very  nature  in  conflict.  The  predominance  of 
one  over  the  other  at  any  given  time  depends  upon  a  num- 
ber of  factors,  one  of  the  most  important  of  which  is  the 
nature  of  the  immediate  stimulus.  In  time  of  war,  either 
the  existence  of  the  tribe  or  nation  is  threatened,  or  there  is 
a  possibility  of  the  power  of  the  group  being  greatly  aug- 
mented. Either  of  these  possibilities  tends  to  stimulate  the 
social  instinct  of  the  individual,  rather  than  his  individual- 
istic cravings.  Consequently  the  citizen  becomes  less  of  an 
individual  and  more  an  integral  part  of  the  society  to  which 
he  owes  allegiance.  He  thinks  less  of  himself.  Greater 
personal  sacrifices  become  possible,  and  he  is  able  to  feel 
his  reward  in  the  advantages  which  accrue  to  his  party  in 
the  struggle.  This  gives  him  the  ability  to  endure  fatigue 
and  deprivation,  even  cheerfully  to  face  death  itself,  in  a 
way  that  would  be  quite  impossible  in  times  of  peace. 
This  and  the  enjoyment  of  bloodshed  probably  constitute 
the  two  most  important  factors  in  the  production  of  the 
change  of  character  which  the  civilian  undergoes  in  be- 
coming a  soldier. 

In  recent  years,  those  who  have  been  interested  in  the 
more  minute  psychological  study  of  neuroses,  particularly 
those  of  the  psycho-analytic  school,  have  found  that  before 
the  onset  of  actual  symptoms,  there  is  apt  to  be  a  period 
during  which  there  are  changes  in  the  patient's  activities 
or  outlook  upon  life.  Very  often  these  changes  are  the 
result  of  environmental  accident,  but,  whether  coming 
from  within  or  without,  they  consist  essentially  in  a  change 
of  his  adaptation  to  the  situation  in  which  he  is  placed, 
and  involve  a  loss  or  weakness  of  sublimations  which  he 
has  previously  enjoyed.  A  knowledge  of  this  phenomenon 
is  of  considerable  aid  in  studying  war  neuroses,  because 
we  find  that  an  analogous  change  takes  place  in  the  adap- 
tation of  the  soldier  to  his  task  before  the  appearance  of 
active  symptoms.  Anyone,  who  is  at  all  familiar  with 
the  phenomena  of  modern  trench  warfare,  can  see  that  it 
makes  a  great  demand  on  the  devotion  of  the  belligerents 
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and  offers  little  personal  satisfaction  in  return.  In  pre- 
vious wars  the  soldiers,  it  is  true,  were  called  upon  to  suffer 
fatigue  and  expose  themselves  to  great  danger.  In  return, 
however,  they  were  compensated  by  the  excitement  of  more 
active  operations,  the  more  frequent  possibility  of  gaining 
some  satisfaction  in  active  hand  to  hand  fighting,  where 
they  might  feel  the  joy  of  personal  prowess.  Now,  the  sol- 
dier must  remain  for  days,  weeks,  even  months,  in  a  narrow 
trench  or  a  stuffy  dugout,  exposed  to  a  constant  danger  of 
the  most  fearful  kind;  namely,  bombardment  with  high 
explosive  shells,  which  come  from  some  unseen  source,  and 
against  which  no  personal  agility  or  wit  is  of  any  avail. 
This  naturally  occasions  great  fatigue,  and,  on  the  other 
hand,  opportunities  of  active  hand  to  hand  fighting  are 
rare,  so  that  a  man  may  be  exposed  for  months  to  the 
appalling  effects  of  bombardment  and  never  once  have  a 
chance  to  retaliate  in  a  personal  way.  Consequently  the 
sublimations  described  above  are  more  difficult  to  maintain 
than  in  any  previous  war.  The  soldier  becomes  fatigued 
(developing  symptoms  which  will  be  discussed  later)  and 
not  unnaturally  finds  it  difficult  to  remain  satisfied  with  his 
situation.  His  adaptation  to  warfare  is,  therefore,  soon 
weakened  or  lost.  His  disregard  of  the  carnage  and  death 
around  him  is  gone,  and  he  becomes  every  day  more 
acutely  sensitive  to  the  horrors  which  surround  him.  This 
sensitiveness  may  develop  even  to  the  point  of  pity  for  the 
foe,  which  is  naturally  an  emotion  most  incapacitating  for 
a  soldier. 

With  this  dislike  for  the  war  there  is  inevitably  some 
degree  of  resentment  at  the  State  which  has  sent  him  to 
fight,  although  this  is  apt  to  come  only  vaguely  into  full 
consciousness.  The  bonds  uniting  him  to  the  common 
cause  are  definitely  loosened,  however,  and  as  a  consequence 
his  individual  feelings  begin  to  assert  themselves.  Acci- 
dents to  which  he  was  previously  liable,  but  to  which  he 
was  indifferent,  are  now  viewed  with  apprehension.  He 
becomes  fearful  of  the  dangers  opposing  him,  so  that  his 
courage  is  no  longer  automatic  but  forced.  According  as 
he  has  high  or  low  ideals,  is  more  or  less  intelligent,  he 
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feels  a  shame  before  his  fellows  as  a  coward,  or  feels  ill- 
treated  by  his  superiors  in  being:  forced  to  continue  fighting. 
His  feeling  of  cowardice  may  lead  to  superhuman  efforts  of 
self-control,  but  these  lead  only  to  a  cumulative  increase  of 
his  fatigue.  Naturally  he  grows  mentally  and  nervously 
more  and  more  unstable,  but  is  prevented  from  leaving  the 
line,  either  by  his  superior  officers  or  by  his  own  shame  at 
the  thought  of  "going  sick,"  which  is  frequently  looked 
upon  as  a  sign  of  weakness.  Those  of  lesser  intelligence 
often  regard  their  terrors  as  indications  of  approaching 
insanity,  and  thus  another  worry  is  added  to  the  strains 
under  which  they  suffer.  Once  a  man  has  acquired  this 
unhappy  condition  any  trifling  accident,  such  as  a  mild 
concussion  from  an  exploding  shell,  or  some  particularly 
unpleasant  experience,  may  cause  a  final  break  and  lead  to 
such  an  exaggeration  of  symptoms  already  present  that  he 
becomes  totally  incompetent. 

It  is  not  unnatural  that  anyone  in  this  situation  should 
look  for  some  relief,  and,  unconsciously  at  least,  this  must 
be  a  powerful  factor  in  the  production  of  disabling 
symptoms.  In  many  cases,  after  more  or  less  of  these 
prodromal  difficulties,  symptoms  appear  that  seem  to  be 
specifically  directed  against  the  man's  capacity  to  fight. 

As  many  physicians  in  England,  previously  apathetic  or 
antagonistic  to  psychoanalysis,  now  admit,  the  general 
mechanisms  of  repression  of  emotionally  toned  ideas  with 
their  reappearance  when  repression  fails,  are  responsible 
for  the  production  of  the  symptoms  of  war  neuroses. 
Psychoanalysts  in  civilian  practice  claim  that  the  individ- 
ualistic tendencies  in  question  are  preponderantly  related  to 
the  sex  instinct.  In  war,  however,  this  does  not  seem  to 
be  the  case,  these  latter  tendencies  coming  into  play, 
apparently,  only  as  a  complication.  The  reason  for  this  is 
probably  to  be  found  in  the  fact  that  in  warfare  the  instincts 
of  self-interest  and  self-preservation,  which  are  equally  as 
primitive  and  basic  as  the  sex  instinct,  are  involved  in  a 
way  that  they  never  are  in  normal  civilian  life.  The 
psychological  factors  are  consequently  much  more  simple, 
and  it  may  be  that  this  explains  the  extraordinary  amena- 
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bility  of  the  war  neuroses  to  treatment.  Personality  studies 
of  many  of  the  eases,  however,  show  a  previous  weakness 
in  adaptability  that  is  confined  to  such  demands  as  are 
essentially  related  to  sex.  These  individuals,  although 
they  may  never  manifest  symptoms  directly  related  to  any 
erotic  tendencies,  are  nevertheless  apt  to  suffer  sooner  or 
more  severely  than  their  completely  normal  fellows.  The 
explanation  for  these  two  phenomena  is  perhaps  to  be  found 
in  the  fact  that  sex  adaptation  is  quite  the  most  difficult  of 
all  those  which  the  individual  has  to  make  in  modern 
civilization.  The  same  fundamental  weakness  exhibits 
itself  in  his  failure  to  respond  fully  to  the  most  trying 
demands  of  civilian  life,  namely,  those  of  sex  adaptation, 
and  in  his  inability  to  meet  the  demands  of  war.  In  other 
words,  the  neurotic  in  times  of  peace  may  have  his  symptoms 
on  account  of  poor  adaptation  in  the  sex  sphere,  but  this  is 
fundamentally  dependent  on  some  vague  constitutional 
defect  from  which  he  suffers.  It  is  this  defect  which  also 
makes  him  liable  to  lose  his  efficiency  in  the  unparalleled 
strain  of  modern  war.  One  makes  inquiry  into  a  patieut's 
past  life,  therefore,  not  only  in  order  to  discover  what  there 
may  have  been  in  his  previous  character  which  would 
directly  affect  his  capacity  as  a  soldier,  but  also  to  gain 
some  rough  idea  of  how  resistant  he  had  previously  been  to 
the  most  disturbing  influences  of  life. 

Anxiety  States. 

The  term  "  Anxiety  States  "  is  chosen  to  designate  one 
of  the  two  clinical  groups  into  which  the  war  neuroses  fall, 
for  the  reason  that  anxiety  is  the  most  prominent  and  con- 
sistent feature  in  the  clinical  picture.  These  cases  bear 
most  resemblance  to  what  is  frequently  termed  "neuras- 
thenia "  in  civil  practice,  but  it  is  thought  better  to  avoid 
this  term  in  the  present  instance  on  account  of  the  vague- 
ness which  almost  universally  exists  as  to  what  neuras- 
thenia is.  Unfortunately  the  term  has  been  used  to  include 
practically  every  neurosis. 

The  clinical  course  of  an  anxiety  state  is  as  follows:  the 
patient  is  a  man  who  may  or  may  not  have  had  a  past 
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history  of  abnormality.  The  existence  of  abnormality 
affects  the  clinical  course  of  his  neurosis  in  that  it  is  apt  to 
indicate  an  earlier  onset,  more  marked  symptoms  and  a 
longer  duration.  But  there  are  too  many  exceptions  to 
this  statement  to  make  it  more  than  a  generalization. 

When  the  civilian  enlists  or  is  commissioned,  he  at  once 
enters  into  a  totally  new  life,  and,  provided  he  is  a  tolerably 
normal  individual,  quickly  adapts  himself  to  it.  This  is 
demonstrated  by  his  eagerness  to  learn  his  new  duties,  his 
pleasure  in  his  accomplishment  as  training  progresses,  and 
in  an  increased  sociability.  It  is  frequently  found  that  an 
individual  who  has  been  rather  shy  will  make  more  friends 
after  entering  the  army  then  he  ever  did  before.  It  is,  of 
course,  unnecessary  to  state  that  training  almost  invaria- 
bly has  a  marked  effect  on  physique  in  the  direction  of 
improvement. 

The  mental  attitude  of  the  new  soldier  on  leaving  for  the 
front  is  of  some  interest.  The  majority  of  men  are  eager 
for  their  new  experiences  and  look  forward  to  active  service 
without  much  apprehension.  A  few,  however,  of  the  more 
introspective  type,  are  unable  to  keep  their  thoughts  away 
from  wounds  and  death;  some  with  a  distinct  fear  of  fail- 
ure, that  is,  a  fear  that  their  courage  may  not  be  equal 
to  the  demands  made  upon  it.  With  occasional  men  this 
apprehension  is  sufficient  to  precipitate  a  neurosis,  but  the 
clinical  features  of  this  are  more  apt  to  resemble  the  peace, 
than  the  war,  type,  and  none  are  included  in  this  report. 
It  is  important  to  note  that  some  momentary  disquietude  at 
this  stage  is  not  necessarily  indicative  of  coming  failure. 
There  are  men  who  approach  the  actual  battlefield  with 
considerable  misgiving,  but  are  surprised  to  find  how 
indifferent  they  quickly  become  to  the  dangers  they  meet 
there. 

The  first  actual  trial  which  the  recruit  usually  meets  is 
the  experience  of  being  shelled.  Naturally  the  intensity 
of  the  bombardment  varies  greatly,  and  if  the  shells  are 
falling  at  long  intervals  of  time  and  at  considerable  dis- 
tance, it  is  only  the  most  unstable  who  are  particularly 
affected.    Few,  if  any,  as  far  as  one  can  learn,  are  abso- 
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lutely  normal  on  introduction  to  a  heavy  bombardment. 
By  far  the  commonest  response  is  one  of  fear,  usually 
accompanied  with  the  idea  of  running  away,  which  the 
subject  himself  sees  to  be  absurd.  Although  the  men  may 
make  an  effort  to  hide  the  signs  of  this  fear,  they  are  so 
frequently  evident  under  initial  shelling  that  the  military 
authorities  count  on  their  appearance.  Their  presence  at 
this  time  is  no  indication  of  the  degree  of  indifference  which 
may  later  develop.  A  less  common  reaction  is  that  of 
excitement,  accompanied  even  with  a  kind  of  spurious 
elation.  The  man  has  a  tendency  to  make  facetious 
remarks  about  the  shells,  to  laugh  at  feeble  witticisms,  and 
very  often  feels  under  considerable  motor  tension,  there 
being  a  pressing  desire  to  do  something,  to  do  it  immedi- 
ately and  do  it  hard.  A  still  more  unusual  but  very  inter- 
esting reaction  is  that  of  slowness  or  languor  (which  may 
succeed  primary  fear).  This  may  be  accompanied  by  a 
depressive  affect  or  by  lethargy  so  extreme  that  the  indi- 
vidual will  lie  down  and  go  perforce  to  sleep  with  a  patho- 
logical indifference  to  the  danger. 

None  of  these  reactions  seem,  of  themselves,  to  be  indica- 
tive of  the  future  adaptability  of  the  soldier.  That  is 
determined  much  more  by  the  duration  of  these  symptoms. 
Most  men  recover  quite  soon  (a  matter  of  a  day  or  so)  and 
then  become  indifferent  to  the  possibility  of  being  hit,  and 
capable  of  philosophically  considering  the  chances.  This 
development  is  usually  accompanied  by,  or  is  the  result  of, 
learning  to  recognize  the  location  and  direction  of  the 
shells  by  the  sound  they  make  in  traveling  through  the 
air.  When  a  man  can  tell  from  the  sound  that  a  shell  is 
traveling  some  distance  over  his  head  and  will  fall  a  hun- 
dred yards  to  the  rear,  that  sound  has  no  further  terrifying 
effect  on  him. 

If  the  primary  bombardment  be  sufficiently  heav}^,  the 
soldier  sees  his  first  casualties,  and  it  is  a  rare  man  who  is 
not  struck  with  horror  at  the  sight  of  the  mangled  remains 
of  his  comrades.  The  man  who  is  going  to  make  a  good 
soldier,  however,  quickly  becomes  accustomed  to  this. 
Similarly,  there  may  be  an  initial  inhibition  with  horror  at 
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the  thought  of  inflicting  wounds  on,  or  killing,  an  opponent, 
but  this,  too,  is  a  temporary  phase.  Individuals  who  can  not 
recover  fully  from  their  initial  fear,  horror,  or  reluctance 
to  inflict  injury,  never  build  up  that  sublimation  which  we 
have  described,  and  so  are  poorly  adapted  to  a  soldier's 
life.  These  men  are  very  quickly  fatigued  and  develop 
disabling  symptoms. 

The  first  sign  of  an  approaching  neurosis  is  fatigue.  The 
word  sign,  rather  than  symptom,  is  used  because  fatigue  as 
such  is  a  condition  which  is  completely  removed  by  rest, 
and  rest  of  quite  brief  duration.  For  the  neurosis,  fatigue 
is  of  importance,  as  it  is  the  almost  universal  occasion  of 
the  dissatisfaction  with  his  work  which  leads  to  a  breaking 
down  of  the  soldier's  adaptation  and  the  development  of  more 
permanent  symptoms.  The  conditions  producing  fatigue 
are  both  physical  and  mental.  Those  on  the  physical  side 
are  the  obvious  ones  of  long  hours  of  duty,  combined  often 
with  irregularity  of  meals,  shortness  of  water,  exposure  to 
extremes  of  temperature,  constant  wetting,  etc.  Although 
these  factors  need  no  detailed  consideration  on  account  of 
their  obviousness,  their  importance  in  producing  fatigue 
can  not  be  too  strongly  emphasized.  Important  as  they  are, 
however,  they  are  probably  of  less  influence  in  the  produc- 
tion of  neurotic  fatigue  than  are  the  purely  mental  in- 
fluences. The  most  common  and  important  of  these  is  the 
strain  of  continuing  in  a  dull  routine  that  demands  a  con- 
stant alertness,  a  speediness  of  decision,  complete  self- 
confidence  and  a  spontaneous  eagerness.  And  this  mental 
attitude  must  be  maintained  hours,  even  days,  on  end,  with- 
out sleep,  often  without  the  distraction  of  food,  and  in  the 
face  of  constant  danger.  Other,  more  personal,  factors 
contribute  to  the  development  of  fatigue.  A  man,  for 
instance,  may  be  placed  under  the  authority  of  some  one 
who  is  antagonistic  to  him  and  makes  everything  as  diffi- 
cult as  possible.  This  naturally  leads  to  distrust,  and  once 
a  man's  confidence  is  lost  in  his  superiors  it  is  soon  impossi- 
ble for  him  to  disregard  the  strain  under  which  he  suffers. 
Many  men,  too,  have  peculiarities  that  make  them  suscep- 
tible to  particular  discomforts.    Such  things  as  the  presence 
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of  vermin,  and  the  frequency  of  bad  odors,  particularly 
where  there  are  many  unburied  bodies,  are  factors  of  no 
mean  importance  in  slowly  disheartening:  the  soldier.  In 
fact,  one  can  safely  say  that  in  view  of  the  many  external 
physical  difficulties,  a  soldier  can  be  kept  in  the  best  men- 
tal condition  only  when  he  is  not  irritated  by  things  which 
affect  his  special  sensibilities,  and,  most  important,  when 
he  feels  socially  comfortable  with  his  mates.  Not  infre- 
quently the  death  of  a  close  friend  or  comrade  may  be  the 
signal  for  the  stress  of  warfare  to  make  its  effects  known. 

The  above  views  present  this  neuro-psychic  fatigue  as  a 
product  of  environmental,  or  of  mental,  factors.  It  must 
be  mentioned,  however,  that  other  views  are  held  on  this 
matter.  When  these  patients  are  finally  brought  to  a  hos- 
pital, it  is  often  found  that  they  have  a  low  blood-pressure. 
Temporary  symptoms  indicative  of  thyroid  disturbance  are 
also  seen  not  infrequently.  Some  students  of  1 1  shell  shock  ' 1 
have  therefore  made  the  claim  that  the  fundamental  and 
primary  cause  of  the  neuroses  lies  in  the  ductless  glands. 
They  consider  that  the  patients  have  succumbed  to  the 
strain  of  warfare  because  their  endocrinic  functions  were 
less  stable  than  those  of  their  fellows.  Considering  that 
the  vast  bulk  of  these  men  have  never  shown  any  symptoms 
earlier  in  their  lives  of  internal  secretion  disease,  this  is  prob- 
ably too  sweeping  a  statement  to  be  accepted  as  such.  It 
must  be  borne  in  mind,  however,  that  some  chemical  change 
is  probably  present  in  neuro-psychic  fatigue.  The  poison — 
whatever  it  is  that  affects  the  central  nervous  system — may 
easily  be  the  product  of  some  endocrinic  reaction  to  abnor- 
mal conditions.  This  opens  up  an  important  and  not  un- 
promising field  for  research.  Civilian  life  does  not  favor 
the  development  of  fatigue  to  anything  like  the  same  extent 
as  does  the  stress  of  war.  Consequently,  any  chemical 
changes  must  be  present  in  a  greater  degree  than  in  the 
milder  states  of  mere  "tiredness  "  which  we  meet  in  times 
of  peace.  Therefore,  what  has  heretofore  remained  undis- 
covered might  now  be  found  to  the  immense  benefit  of 
neuropathology. 

It  can  readily  be  seen  that  the  more  in  the  mental  sphere 
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a  man's  responsibilities  lie,  the  more  quickly  will  he  be 
affected,  and  it  is  a  striking  fact  that  anxiety  conditions  in 
the  pure  state  occur  almost  exclusively  among  officers.  It 
is  their  task,  not  merely  to  keep  their  own  feelings  in  .sub- 
jugation, but  to  inspire  the  men  beneath  them  with  courage 
and  enthusiasm. 

The  evidences  of  fatigue  are  almost  exclusively  in  the 
mental  sphere.  It  goes  without  saying  that  there  is  a  sub- 
jective feeling  of  weariness.  This,  however,  is  so  common 
and  so  easily  produced  that  it  is  of  no  especial  significance. 
What  one  can  term  fatigue  in  a  clinical  sense  appears  when 
other  symptoms  develop.  These  are  a  feeling  of  tenseness, 
a  restless  desire  for  action  or  distraction,  irritability,  diffi- 
culty in  concentration,  and  a  tendency  to  start  at  any 
sudden  sound  (without  fear),  the  sound  being  usually  that 
of  exploding  shells.  This  reaction  of  nervous  starting  is  so 
common  that  it  is  universally  known  by  the  officers  and 
men  as  "jumpiness."  There  is  usually  a  slight  improve- 
ment in  the  feeling  of  weariness  toward  night,  as  a  certain 
degree  of  excitement  accumulates  which  enables  the  indi- 
vidual to  disregard  his  difficulties. 

The  nocturnal  symptoms  are  even  more  distinctive. 
There  is  great  difficulty  in  getting  to  sleep,  with  a  long 
period  of  hypnagogic  hallucinations.  Whatever  has  been 
the  dominating  experience  of  the  day  appears  in  trouble- 
some vision  before  the  eyes  of  the  soldier,  who  although 
knowing  that  what  he  sees  is  not  actually  there,  is  still  un- 
able either  to  go  to  sleep  or  to  awaken  himself  sufficiently 
to  banish  the  visions.  The  only  emotional  reaction  is  a 
feeling  of  irritation  with  restlessness.  Fatigue  as  such  does 
not  seem  to  produce  fear.  When  sleep  does  come,  it  is 
often  troubled  by  repeated  dreams  of  the  occupational  type 
where  the  soldier  is  trying  to  do  whatever  was  his  task 
during  the  day,  is  having  constant  difficulty  and  meeting 
with  no  success  in  accomplishment.  The  sleep,  too,  is  fre- 
quently interrupted  by  the  man  suddenly  awakening  with  a 
jump,  although  he  is  not  conscious  of  this  waking  being  the 
result  of  any  incident  in  his  previous  dream.  As  a  result, 
he  gets  many  less  hours  sleep  than  he  expected,  and  little 
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benefit  from  the  sleep  he  does  achieve.  He  awakes  in  the 
morning  more  tired  than  when  he  lay  down,  feeling  slow 
and  unwilling  to  assume  the  duties  to  which  he  has  to  force 
himself. 

When  this  situation  has  continued  for  some  time  and 
become  cumulatively  worse,  fear,  as  has  been  said,  develops, 
and  also  horror  of  the  sights  around  him.  Both  of  these 
are  signs  that  the  "war  sublimation"  has  failed.  The 
soldier  finds  himself,  when  alone  and  not  mentally  occupied 
with  his  duty,  thinking  of  the  horrible  sights  he  has  seen. 
He  dwells  obsessively  on  the  difficulties  which  surround 
him,  on  the  frictions  he  may  have  with  brother  or  superior 
officers,  and  can  not  keep  his  mind  away  from  the  possi- 
bility of  injury.  It  is  interesting  to  note  that  the  British 
soldiers  are  singularly  free,  at  this  stage,  from  homesickness, 
although  the  Canadian  troops  are  very  liable  to  it.  This  is 
presumably  the  result  of  the  longer  distance  from  home  of 
the  latter  and  the  impossibility  of  return  within  the  near 
future. 

A  man  in  this  condition  is  very  apt  to  find  a  certain  ex- 
ternalization  of  his  difficulty  in  thinking  about  war  in 
general,  and  there  are  probably  no  more  fervid  pacifists  in 
existence  than  many  of  the  men  who  are  conscientiously 
fighting  day  after  day.  Many  of  them  acquire  with  their 
reluctance  to  bloodshed  such  a  pity  for  the  enemy  that  they 
find  it  difficult  to  fight  effectively.  At  this  stage  when  fear 
is  developing,  a  man  begins  to  lose  his  judgment  concern- 
ing the  direction  of  shells.  At  first,  he  feels  frightened 
when  he  hears  the  shell  coming,  although  he  knows  it  is  not 
going  to  land  where  he  is.  Later,  he  loses  the  ability  to 
gauge  its  direction,  and  consequently  every  shell  seems 
aimed  at  him  personally.  Naturally  in  such  a  situation  a 
heavy  bombardment  becomes  almost  intolerable.  It  is 
necessary,  however,  particularly  for  the  officer,  that  all  signs 
of  fear  should  be  hidden,  and  to  his  other  difficulties  is  added 
the  fear  that  he  may  not  be  able  to  hide  his  fear — another 
factor  in  the  vicious  circle. 

Thus  afflicted,  the  soldier  now  has  ideas  of  escape,  the 
nature  of  which  has  considerable  influence  on  the  symp- 
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toms  to  follow.  There  are  three  practicable  avenues  of 
escape;  the  man  may  receive  an  incapacitating  wound,  he 
may  be  taken  prisoner,  or  he  may  be  killed.  One  who 
manifests  an  anxiety  state  is  always  one  with  high  ideals 
of  his  duty.  We  find,  therefore,  that  none  of  them  entertain 
the  hope  of  disabling  wounds.  Nor  do  they  consciously 
seek  surrender,  but  it  is  interesting  that  they  not  infrequently 
dream  of  it  at  this  stage.  The  third  possibility  is  the  most 
alluring,  as  it  offers  complete  release  and  is  quite  compatible 
with  all  standards  of  duty.  It  is  not  unnatural,  therefore, 
that  many  of  these  unfortunates  who  are  constantly  obsessed 
with  fear  perform  most  reckless  acts.  Almost  universally 
there  are  thoughts  of  suicide,  and  many  of  the  men  thus 
afflicted  will  plan  different  methods  of  accomplishing  their 
own  deaths  in  ways  which  could  not  be  subsequently 
regarded  as  suicidal. 

When  once  the  desire  for  death  has  become  fixed,  a 
complete  breakdown  is  imminent.  This  breakdown,  as  a 
rule,  occurs  after  some  accident,  which  is  either  physical  or 
mental.  The  commonest  physical  accident  is  the  exposure 
to  the  explosion  of  a  shell,  which  either  produces  a  brief 
unconsciousness  by  concussion,  or,  possibly,  poisons  the 
individual  with  some  noxious  gas.  After  this  accident,  the 
neurosis  is  suddenly  established  in  an  incapacitating  form, 
or  if  the  fatigue  symptoms  have  just  begun,  they  are 
suddenly  very  much  worse. 

The  mental  accidents  should  properly  be  called  precipi- 
tating factors.  They  consist  of  psychic  traumata  such  as 
particularly  horrible  sights,  the  mangling  of  some  close 
friend,  or  the  killing  of  all  others  in  the  immediate  environ- 
ment. Occasionally  it  is  an  extremely  dangerous  situation, 
such  as  arises  when  a  company  is  isolated  in  an  advanced 
trench  and  subjected  to  a  pitilessly  methodical  bombard- 
ment that  seems  certain  to  kill  every  occupant  of  the  trench 
sooner  or  later.  A  very  frequent  occurrence  is  burial  with 
earth  thrown  up  by  an  exploding  shell.  Some  clinicians 
are  inclined  to  attribute  all  the  results  of  such  burial  to 
concussion,  whereas  a  more  thorough  examination  of  many 
patients,  who  have  been  buried,  reveals  the  fact  that  there 
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have  been  no  symptoms  developed  which  could  not  be  fully- 
accounted  for  on  the  basis  of  mental  shock,  and,  on  the 
other  hand,  that  there  have  been  none  that  point  definitely 
to  concussion.  It  is  important  to  note  that  this  quite 
frequent  accident  produces  little  or  no  effect  on  the  normal 
individual,  but  is  extremely  trying,  if  not  actually  incapaci- 
tating to  the  soldier  who  has  begun  to  manifest  symptoms. 

Another  precipitating  factor,  that  is  obviously  purely 
mental,  is  the  disappointment  ensuing  on  a  refusal  of 
"leave"  from  the  trenches  when  that  has  been  expected. 
The  man  whose  ability  to  continue  fighting  has  been  put 
to  a  great  strain,  is  enabled  to  keep  going  by  the  thought 
that  there  is  a  definite  end  in  view.  When  this  end  is 
suddenly  and  indefinitely  postponed,  his  last  remaining 
source  of  encouragement  is  gone  and  he  collapses.  Simi- 
larly, when  the  soldier  is  sent  back  to  a  rest  camp  for  a 
short  stay  and  this  has  proved  insufficient  to  restore  his 
equilibrium,  the  order  to  return  to  the  front  line  may  cause 
the  sudden  development  of  incapacitating  symptoms. 

It  is  both  theoretically  and  practically  of  the  first  impor- 
tance to  recognize  that  actual  wounding  does  not  disable 
the  soldier  neurotically,  no  matter  what  his  mental  and 
nervous  condition  may  be.  This  is  really  not  difficult  to 
understand.  As  we  have  seen,  the  man  has  an  urgent 
desire  to  escape  from  an  intolerable  situation,  and  a  large 
part  of  the  motivation  of  the  symptoms  comes  directly  from 
this  wish.  A  wound  is  obviously  an  ideal  form  of  relief. 
So  true  is  this  that  it  is  said  to  be  a  common  occurrence  for 
a  soldier  who  has  had  a  foot  or  a  leg  blown  off,  to  dance 
about  on  the  remaining  one  shouting  with  joy  that  he  has 
got  a  "  Blighty  one  "  (Blighty  being  the  Tommies'  slang 
for  England;  that  is,  a  wound  which  will  take  him  home). 

The  acute  symptoms  of  the  neurosis  may  be  ushered  in 
with  a  stuporous  state.  As  I  have  said  before,  I  have  not 
enjoyed  an  opportunity  of  examining  cases  at  this  stage, 
and  so  must  rely  on  what  can  be  gained  from  the  patients' 
own  retrospects,  and  what  is  to  be  learned  from  others.  It 
seems  that  these  stuporous  states  that  ensue  suddenly  after 
concussion  or  some  mental  trauma  are  of  two  types,  organic 
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and  functional,  although  the  latter  may  slowly  emerge  from 
the  former.  The  organic  type  is  marked  by  a  true  loss  of 
consciousness,  followed  by  a  period  during  which  conscious- 
ness reappears  and  can  be  maintained  for  a  short  time,  only 
to  lapse  again.  This  ' '  dipping  "  may  endure  for  days,  even 
weeks.  While  conscious,  the  patient  is  extremely  confused, 
disoriented,  usually  complains  of  violent  headache,  is 
frequently  incontinent  and  may  have  to  be  catheterized. 
A  delirium  is  very  frequent,  the  content  of  which  is  constant 
aggression  on  the  part  of  the  enemy,  either  with  bayonets, 
bombs  or  shells,  against  which  the  patient  is  largely  or 
completely  powerless. 

The  functional  type  of  stuporous  state  may  be  ushered  in 
by  a  condition  which  apparently  expresses  the  acme  of  fear, 
the  patient  lying  with  dilated  pupils,  in  a  cold  sweat,  with 
shallow  breathing,  incapable  of  any  voluntary  movement, 
and  often  trembling  violently.  Following  this,  there  is  a 
phase  when  voluntary  movement  is  possible,  during  which 
he  is  dazed,  inactive,  confused  and  amnesic,  and  may 
use  gestures  in  place  of  speech.    Myers  thinks  that  the 

unconsciousness  ' '  of  which  so  many  patients  subsequently 
tell  may  really  be  this  stuporous  state.  Unfortunately  he 
attempts  no  discrimination  between  organic  and  functional 
symptoms  in  these  conditions. 

While  still  in  a  stuporous  state,  the  patient  may  suffer 
from  hallucinations  concerning  which  he  is  amnesic  or 
confused  later.  It  is  only  the  more  severe  cases,  of  course, 
which  show  marked  or  prolonged  symptoms  of  stupor.  In 
others,  the  hypnagogic  hallucinations  of  which  we  have 
spoken  pass  over  into  somewhat  similar  visions,  which  are 
now  accompanied  by  fear.  That  is,  in  place  of  a  repetition 
of  the  day's  work,  in  the  visions  on  going  to  sleep,  the 
patient  sees  soldiers  advancing  against  him  with  bayonets, 
throwing  bombs  at  him,  feels  mines  exploding  beneath  his 
feet,  or  he  hears  shells  coming  shrieking  toward  him. 
Insight  as  to  the  reality  of  these  visions  varies.  Occasion- 
ally it  is  constant.  More  often  it  is  applied  with  some  effort 
on  the  part  of  the  patient,  whereas  it  is  quite  unusual  for  it 
to  be  consistently  absent.    Any  sudden  sound,  such  as  a 
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door  slamming,  is  interpreted  as  the  explosion  of  a  shell, 
with  consequent  terror.  The  patient  jumps  with  fright, 
although  he  usually  realizes  very  quickly  the  real  nature  of 
the  sound. 

In  his  preliminary  symptoms,  the  patient,  as  a  rule,  may 
have  been  bothered  with  dreams  of  the  occupational  type, 
but  has  had  few,  if  any,  nightmares.  Once  the  neurosis 
reaches  this  acute  stage,  however,  sleep  becomes  torture 
owing  to  the  violence  of  nightmares.  These,  like  the 
hallucinations  have  a  purely  war  content,  the  setting  of 
which  is,  as  a  rule,  the  section  of  the  line  in  which  the 
patient  has  last  been,  or  that  section  in  which  he  may  have 
been  subjected  to  most  severe  strain.  The  exact  nature  of 
the  injuries  which  seem  imminent  in  the  dreams,  naturally 
varies  with  the  type  of  fighting  in  which  the  man  has  been 
engaged.  The  enemy  is  throwing  bombs  at  him,  which 
explode  at  his  feet,  he  is  about  to  be  bayoneted,  he  is  shot 
down  in  an  aeroplane  or  shells  are  raining  upon  him. 
Unlike  dreams  in  times  of  peace,  no  amount  of  cross- 
questioning  can  produce  any  details  which  would  indicate 
that  there  is  any  inaccuracy  in  the  delineation  of  the  normal 
environment.  That  is,  the  soldier  is  always  in  France,  he 
is  always  in  a  trench,  his  comrades  are  always  his  natural 
comrades,  nothing  is  distorted  except  that  he  is  invariably 
powerless  to  retaliate,  and  his  fear  is  infinitely  greater  than 
it  ever  is  while  he  is  awake  in  a  situation  at  all  similar. 
This  last  point  is  quite  interesting  psychologically.  Patients 
who  have  these  dreams  while  still  in  the  trenches  may  be 
completely  paralyzed  with  fear  in  their  dreams,  and  yet  be 
capable  of  performing  their  duties  during  the  day  with  few 
signs  of  nervousness;  occasionally  they  are  even  totally  free 
from  fear  during  the  day. 

The  patient  is,  of  course,  awakened,  as  in  the  civilian 
nightmares,  in  a  cold  sweat  of  terror;  frequently  he  awakes 
screaming.  As  even  a  few  minutes'  sleep  means  the  appear- 
ance of  such  a  nightmare,  there  is  added  to  his  previous 
difficulty  in  falling  to  sleep,  a  fear  of  sleep,  and  this  reduces 
his  actual  rest,  obtained  without  sedatives,  to  a  very  small 
amount.  In  fact,  patients  may  go  for  some  weeks  getting 
only  a  few  minutes  actual  normal  sleep  any  night. 
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Naturally  then,  the  fatigue  from  which  he  previously- 
suffered  is  greatly  increased.  It  is  particularly  in  evidence 
in  the  morning,  improving  somewhat  as  the  day  goes  on, 
and  apt  to  be  much  worse  again  by  night.  Blood* pressure 
may  be  quite  low  according  to  some  observers.  Some  have 
found  this  so  regularly,  and  have  seen  it  rise  again  so 
consistently  with  improvement,  that  they  have  concluded 
that  there  is  a  primary  disturbance  in  the  glands  of  internal 
secretion.  It  is  not  unlikely  that  a  change  in  endocrinic 
functions  determines  the  low  pressure,  but  the  evidence 
seems  to  point  toward  this  change  being  secondary  to 
fatigue  (or  concussion).  It  must  be  borne  in  mind  that  the 
degree  of  fatigue  developed  in  active  warfare  is  incompar- 
ably greater  than  anything  we  ever  see  in  times  of  peace, 
and  that  a  low  blood- pressure  is  therefore  to  be  expected. 
Patients  in  the  acute  phases  of  the  neurosis  are  frequently 
subjected  to  photophobia.  Tremors  are,  I  believe,  always 
present.  These  occur  most  frequently  in  the  hands  and 
arms,  but  may  appear  in  any  part  of  the  body.  They  are 
present  both  at  rest  and  on  voluntary  movement,  the  latter 
being  much  more  marked.  There  is  also  sometimes  a  slight 
ataxia  which  is  never  really  disabling.  Both  tremors  and 
ataxia  are  prone  to  be  much  exaggerated  when  attention  is 
directed  to  them.  Cyanosis  of  the  hands  and  feet  is 
frequently  observed,  but  perhaps  not  more  often  than  in 
soldiers  who  have  no  neurosis,  but  have  been  exposed  to 
the  inclemencies  of  the  weather  during  many  winter  months. 

Symptoms  suggestive  of  disturbance  of  the  thyroid  gland 
are  very  frequent,  but  usually  of  short  duration.  The  eyes 
protrude  slightly,  and  the  upper  eyelid  may  lag  behind  the 
eyeball  on  looking  downward;  the  pulse  is  rapid,  excessive 
sweating  is  extremely  common,  and  sometimes  there  is  a 
slight  enlargement  of  the  thyroid  gland.  Headaches,  rarely 
of  extreme  violence,  are  common. 

Objective  mental  symptoms  are  shown  occasionally  by 
tics,  such  as  blinking  the  eyes,  or  a  grimace  accompanied 
by  a  withdrawal  of  the  head,  suggesting  the  starting  back 
from  something  unpleasant. 

Histories  of  these  patients  sometimes  state  that  they  have 
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been  subject  to  hysterical  "fits,"  so  that  epilepsy  has  been 
considered.  Although  unable  to  observe  any  of  these  at- 
tacks myself,  I  have  carefully  questioned  a  number  of 
patients  who  have  had  them,  and  from  their  account  I 
should  be  inclined  to  believe  that  they  were  not  convulsions, 
in  any  sense  of  the  word,  but  much  more  like  tantrum 
reactions,  and  similar  to  the  performances  of  a  child  who 
lies  on  the  floor  and  kicks  when  particularly  upset. 

The  facial  expression  of  many  anxiety  cases  is  suffi- 
ciently typical  for  a  diagnosis  to  be  made  by  mere  inspection. 
The  face  is  drawn,  showing  signs  of  fatigue,  while  the 
emotional  strain  is  exhibited  by  chronic  frowning  with  con- 
siderable wrinkling  of  the  forehead.  The  patients  look  as 
if  they  were  under  great  strain,  and  maintaining  control  of 
themselves  with  effort.  The  expression  suggests  a  chronic 
mental,  rather  than  physical,  pain. 

As  most  of  these  patients  are  kept  in  bed  for  some  time, 
they  are  apt  to  be  weak  on  getting  up,  and  as  a  result  find 
themselves  unsteady  on  their  feet  when  they  attempt  to  walk. 
As  a  rule,  this  is  recovered  from  quite  quickly.  Occasion- 
ally, however,  the  staggering,  uncertain  gait  with  coarse 
tremors  of  the  feet  and  legs,  which  is  natural  to  a  weak- 
ened patient,  becomes  with  all  the  symptoms  exaggerated, 
a  chronic  gait.  This  is  rare  in  officers  but  more  common 
among  privates. 

There  is  an  interesting  feature  of  the  mental  state  of  these 
patients,  not  at  all  obvious,  but  subjectively  painful,  and 
one  that  has  considerable  effect  on  the  course  of  the  disease 
when  it  is  well  marked.  As  has  been  said,  these  men,  while 
still  in  the  firing  line,  are  apt  to  think  more  of  themselves 
than  they  previously  had  thought,  and  consequently  to  get  out 
of  touch  with  their  fellows.  This  latter  tendency  is  almost 
universally  present  when  the  neurosis  is  firmly  established. 
The  patient  suffers  considerably  from  a  lack  of  sociability, 
and  of  spontaneous  affection.  This  is  probably  due,  in  part, 
to  a  sense  of  unworthiness  which  develops  with  a  feeling  of 
cowardice.  As  in  almost  any  neurosis,  there  is  consider- 
able introversion.  Many  a  patient  wants  to  be  alone,  and, 
although  he  is  always  capable  of  making  a  good  impression 
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socially  in  a  formal  way,  he  finds  it  difficult  to  exhibit  any 
signs  of  affection.  The  man  who  is  visited  by  his  mother, 
his  wife,  or  his  sweetheart  is  a  disappointment  both  to  him- 
self and  to  his  visitor  in  that  it  is  impossible  for  him  to  give 
any  convincing  proof  of  his  affection.  This  finds  expres- 
sion physically  in  a  painfully  obvious  way  through  the 
symptom  of  impotence,  which  is,  so  far  as  I  have  been  able 
to  learn,  universally  present  in  the  anxiety  state,  either  as 
such  or  in  the  form  of  its  equivalent,  lack  of  erotic  feeling. 
Even  in  quite  mild  cases  it  occurs,  and  its  demonstration 
may  be  a  distinct  shock  to  the  patient.  More  frequently  no 
attempt  at  intercourse  is  made,  through  lack  of  desire. 

These  symptoms  continue  acutely  for  a  few  weeks  in  most  • 
cases,  sometimes  for  months  in  the  more  severe  neuroses. 
All  the  more  obvious  symptoms  tend  to  abate  gradually  with- 
out particularly  painstaking  treatment.  The  dreams  grow 
less  frequent,  and  usually  disappear.  Quite  frequently  the 
content  changes  when  the  patient  has  been  away  from  the 
trenches  for  some  time.  Distortions  occur  whereby  the  set- 
ting comes  to  include  more  of  the  normal  peace  environment. 
For  example,  the  patient  may  begin  to  have  normal  dreams 
of  civilian  life  which  will  be  suddenly  interrupted  by  the 
appearance  of  the  enemy  with  bombs  or  bayonets.  A  man 
may  be  playing  golf,  when  the  foe  suddenly  appears  on  the 
green.  A  very  interesting  change  of  content  occurs  occa- 
sionally and  marks  a  radical  emotional  change.  For  some 
time  dreams  will  proceed,  in  which  the  enemy  is  invariably 
successful  and  the  dreamer  powerless.  Then  the  dreamer 
begins  to  show  fight,  and  for  some  nights  may  struggle, 
although  still  defeated.  Next,  the  battle  becomes  a  draw. 
Finally,  the  dreamer  begins  to  get  the  upper  hand  and  is 
able  to  enjoy  the  fight  of  which  he  dreams,  because  he  in- 
variably punishes  the  enemy.  Such  a  sequence  augurs  well, 
of  course,  for  the  man's  further  adaptability  in  the  firing 
line.  When  improvement  begins,  the  fatigue  lessens  suffi- 
ciently for  the  patient  to  leave  his  bed  and  indulge  in  mild 
activities  about  the  hospital.  He  is  surprised,  however,  to 
find  how  quickly  he  becomes  tired,  even  exhausted,  when 
he  goes  through  the  streets,  or  attempts  to  play  some  game. 
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But,  unless  there  are  other  complications,  this  phase  of 
fatigability,  rather  than  chronic  fatigue,  is  quickly  passed. 

The  constant  apprehensiveness  which  persists  throughout 
the  day  in  the  acute  stages,  disappears,  but  in  its  place  there 
remains  a  good  deal  of  "jumpiness."  In  the  earlier  stages 
a  sudden  noise  is  interpreted  as  an  explosion.  Then  the  real 
nature  of  the  sound  is  instantaneously  recognized,  but  the 
patient  is  frightened,  which  suggests  that  unconsciously  the 
sound  is  still  regarded  as  a  shell.  Later  the  habit  of  start- 
ing at  any  sound  persists  without  any  fear.  That  this  is 
purely  a  neurotic  habit,  is  demonstrated  by  such  instances 
as  the  following:  I  was  talking  to  a  patient  when  he  moved 
to  knock  some  ashes  from  a  cigarette  into  a  small  bowl. 
While  his  hand  was  approaching  the  bowl,  a  door  slammed. 
The  patient  proceeded  to  execute  his  movement  quite  care- 
fully and  then  to  jump  violently,  although  more  than  a 
second  had  elapsed  between  the  sound  and  the  jump.  At 
this  stage  the  patient  can,  if  he  exerts  sufficient  effort,  train 
himself  to  remain  calm  when  sudden  noises  occur.  Quite 
frequently  the  patients  who  are  more  intelligent  can  remem- 
ber accurately  the  phases  of  development  and  disappearance 
of  this  symptom. 

The  patient  has  now  come  to  appear  objectively  normal, 
but  grave  defects  are  still  subjectively  present  to  interfere 
with  his  renewed  adaptation  to  trench  warfare.  He  finds, 
for  instance,  that  crowded  traffic  makes  him  excessively 
nervous.  He  is  fearful  that  his  taxicab  will  run  over  some 
one  in  the  street,  or  that  there  will  be  collisions.  He  finds 
himself  fearful  if  he  is  in  a  high  place,  or  looks  out  of  a 
window  some  distance  from  the  ground.  He  can  not  enter 
a  tur.nel,  and  thunder-storms  terrify  him.  Perhaps  his  most 
distressing  symptom  is  his  feeling  of  incompetence  and  his 
lack  of  desire  to  return  to  the  front.  He  is  a  subject  of  seri- 
ous mental  conflict.  He  knows  that  duty  calls  him  to  fight 
again,  and  that  he  ought  cheerfully  to  assume  these  duties, 
but  he  recognizes  that  he  is  a  coward,  feels  great  shame  over 
this,  and  is  even  more  ashamed  of  the  lack  of  desire  to  do 
his  bit.  It  is  this  final  phase  which  may  be  indefinitely 
prolonged  if  appropriate  psychological  treatment  is  not 
available. 
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When  acute  symptoms  subside,  complications  are  prone 
to  appear.  It  would  not  be  surprising  to  any  one  familiar 
with  the  psychology  of  the  neurotic  to  learn  that  the  disap- 
pearance of  obviously  incapacitating  symptoms  may.be  the 
signal  for  others  to  develop  which  would  make  return  to 
the  front  impossible.  Naturally,  these  complications  occur 
mainly,  if  not  exclusively,  in  those  who  have  before  the 
war  been  not  quite  normal.  A  man,  for  instance,  who  has 
previously  had  a  neurosis,  may  produce  his  old  symptoms 
again.  Captain  Rivers*  thinks  that  adaptation  to  war 
demands  a  repression  of  all  neurotic  tendencies  and  abnor- 
malities, which,  on  account  of  this  repression,  increase  in 
intensity,  and  therefore  reappear  with  unwonted  strength 
when  the  patient  has  been  absent  from  the  front  for  some 
time. 

A  frequent  complication  is  depression.  This  rarely,  if 
ever,  reaches  the  point  of  retardation.  It  is  much  more  a 
subjective  feeling  of  hopelessness  and  shame  for  incompe- 
tence and  cowardice.  Sometimes  the  depression  is  the 
accompaniment  of  obsessing  thoughts  about  the  horrors  the 
patient  has  seen,  and  about  the  horrors  of  war  in  general. 
Very  often  he  is  depressed  because  he  feels  that  he  is  not 
being  treated  well.  This  last  is  probably  a  development  of 
the  lack  of  contact  with  his  fellows  which  has  been  previ- 
ously enjoyed.  The  patient,  having  become  interested  more 
in  his  own  welfare  than  in  the  needs  of  the  army  or  the 
country,  is  prone  to  dwell  on  the  sacrifices  he  has  made  and 
the  obligations  of  the  state  to  him.  Such  patients  are  there- 
fore morbidly  interested  in  having  attention  paid  to  them. 
This  is  somewhat  different  from  ordinary  hypochondria,  in 
that  it  is  not  a  physical  symptom  for  which  the  patient  de- 
mands attention  so  much  as  it  is  himself,  his  personality, 
which  he  feels  to  be  neglected. 

The  diagnosis  of  this  neurosis  naturally  offers  very  little 
difficulty.  The  only  condition  with  which  it  could  be  con- 
fused is  malingering.  The  history  and  appearance  of  these 
patients  should,  however,  never  leave  much  doubt  in  the 
mind  of  the  physician.  Some  history  of  slow  onset  and 
gradual  dissatisfaction  is  invariably  present  in  those  cases 
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who  do  not  break  down  after  physical  trauma.  Even  those 
who  have  suffered  from  severe  concussion  will  give  a  similar 
history,  although  it  may  be  reduced  to  the  presence  of  mild 
symptoms  for  a  short  time  before  the  accident.  I  was 
unable  to  find  a  single  case  of  pure  anxiety  who  did  not  give 
a  history  of  some  prodromal  difficulties.  The  concussion 
cases  also  show  signs  of  organic  disturbance  of  the  brain 
function,  which  are  diagnostic  (dipping  of  consciousness, 
confusion,  disorientation,  etc.) .  The  malingerer  is  not  likely 
to  speak  frankly  about  his  gradually  increasing  terror, 
whereas  the  man  suffering  from  a  true  anxiety  neurosis  is, 
as  a  rule,  extraordinarily  open  and  frank  about  the  matter. 
The  appearance,  too,  of  drawn  face,  staring  eyes,  exhibit- 
ing obvious  distress,  combined  with  a  rapid  pulse  and 
excessive  sweating,  is  something  which  it  would  be  very 
hard  to  imitate  consciously.  Difficulty  in  eliminating 
malingering  occurs  almost  exclusively  with  the  conversion 
hysterias  rather  than  with  the  anxiety  neuroses. 

It  may  be  well  to  describe  in  somewhat  more  detail  the 
various  factors  of  importance  in  the  production  of  the 
anxiety  state  with  illustrative  cases. 

Mental  Make-up  :  There  are  certain  features  in  the  per- 
sonality study  which  are  more  or  less  directly  related  to  the 
capacity  of  the  individual  for  warfare.  It  goes  without 
saying  that  one  always  makes  inquiries  as  to  the  existence 
of  actual  nervous  breakdowns.  An  individual  who  has 
once  given  way  to  a  neurosis  is  obviously  more  likely  to  be 
unstable  than  one  who  has  not.  What  one  may  term 
neurotic  tendencies  rather  than  neuroses  must  be  searched 
for  diligently.  The  man  who,  as  a  child,  has  suffered  from 
night  terrors  and  fear  of  the  dark  will  probably,  under  a 
strain,  be  more  apt  to  become  fearful  than  one  who  has  not. 
Similarly  an  individual  who  has  been  either  chronically,  or 
as  a  child,  afraid  of  thunder-storms,  is  apt  to  be  affected 
more  quickly  by  shell  fire,  as  the  noise  of  bombardment  is 
extremely  like  that  of  a  violent  thunder-storm.  A  man  with 
a  tendency  to  claustrophobia,  which  in  times  of  peace  may 
be  indicated  only  by  a  slight  feeling  of  faintness  in  an 
underground  train,  or  by  an  unusual  sensitiveness  to  the  bad 
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air  in  such  a  situation,  or  a  mild  feeling  of  discomfort,  is  apt 
to  be  fearful  of  dugouts  being  blown  in,  or  to  be  particularly- 
afraid  that  he  may  be  buried  by  a  shell.  The  existence  of 
such  claustrophobic  tendencies  may  be  determined  by  ques- 
tioning as  to  symptoms  of  all  kinds  while  in  a  subway,  or 
by  finding  out  whether  the  patient  has  suffered  from  night- 
mares of  premature  burial,  or  of  being  enclosed  in  some 
small  space.  Great  sensitiveness  to  cruelty,  horror  of  blood- 
shed and  accidents,  discomfort  at  the  sight  of  animals  being 
killed,  unusual  sensitiveness  to  pain,  either  in  himself  or 
others,  are  all  indications  of  more  than  normal  difficulty 
which  the  soldier  may  have  in  accustoming  himself  to  the 
horrors  of  war.  Occasionally  this  abnormality  may  be 
expressed  in  a  morbid  fascination  for  the  horrible. 

Seclusiveness,  as  has  been  said,  is  important  in  that  it  is 
an  indication  of  general  lack  of  adaptability,  and  is,  of 
course,  more  likely  to  occur  in  an  individual  who  is  not  quite 
up  to  par  in  his  ability  to  meet  any  situation,  particularly 
one  such  as  war,  that  demands  the  highest  degree  of 
normality.  It  has,  however,  another  and  more  direct  impor- 
tance. The  soldier  who  is  not  naturally  sociable  has,  as  a 
consequence,  less  of  an  outlet  for  his  feelings  in  the  trenches, 
and  is  less  distracted  from  the  thoughts  of  the  painfullness, 
of  his  situation  than  is  his  normal  companion.  As  a  result, 
he  becomes  more  quickly  a  prey  to  all  the  influences  that 
generate  fatigue  and  dissatisfaction. 

The  following  cases  exhibit  different  types  of  make-up 
and  the  effect  of  previous  abnormalities  on  the  development 
and  symptoms  of  anxiety  neuroses. 

Case  III.  The  patient  is  a  lieutenant,  of  25,  an  artist  before 
he  joined  the  army,  who  had  never  had  any  nervous  breakdown,  but 
with  the  rather  high-strung  sensitive  disposition  frequently  found  in 
those  who  adopt  this  profession.  As  a  child  he  had  frequent  night 
terrors,  which  disappeared  as  he  grew  older,  but  evidently  had  made 
quite  an  impression  on  him.  In  fact  he  spoke  of  the  dreams  which 
developed  in  his  neurosis  as  a  return  of  his  childish  nightmares. 
He  never  was  able  to  prevent  giddiness  when  he  was  in  an  especially 
high  place,  but  had  no  fear  of  thunder-storms.  He  was  abnormally 
sensitive  to  the  sight  of  blood,  and  more  sympathetic  than  is  usual. 
He  had  no  dreams  of  premature  burial,  but  as  a  child  remembers 
having  fear  of  being  shut  up  in  a  small  place.    In  his  adult  life  he 
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had  an  uncomfortable  apprehensiveness  when  on  the  underground 
railway,  and  was  positively  terrified  by  the  "  switchback  " — a  railway 
in  amusement  parks  that  dashes  suddenly  into  sepulchral  caverns. 

All  his  life  he  was  of  a  rather  retiring  and  self-conscious  disposition, 
but  constantly  struggled  against  it,  and  was  able  to  make  fair  adapta- 
tions. For  example,  he  played  the  usual  games  at  school,  and 
creditably,  too,  but  never  was  capable  of  abandoning  his  self-con- 
sciousness and  joining  in  with  the  usual  boyish  pranks  with  any 
great  enthusiasm.  He  was  similarly  rather  shy  with  girls,  but  did 
not  let  this  prevent  him  from  going  out  in  society,  although  he  had 
no  puppy  love  affairs.  He  fell  in  love  with  only  one  girl  and  married 
her  immediately  before  entering  the  army.  As  practically  all  of  his 
married  life  had  been  spent  away  from  home,  it  was  impossible  to  see 
how  well  he  would  have  adapted  himself  to  marriage. 

He  reacted  well  to  his  training  and  became  more  sociable  and  self- 
reliant.  When  he  arrived  in  France  and  came  under  shell  fire  he 
was  frightened,  and  although  he  recovered  to  a  certain  extent  from 
his  initial  terror,  he  never  was  capable  of  wholly  ridding  himself 
from  fear  of  shells. 

The  horrors  of  war  made  a  constant  impression  upon  him,  and 
afflicted  his  sensitive  nature  to  such  an  extent  that  he  never  could 
bring  himself  to  enjoy  the  fight.  The  best  that  he  could  do  was  to  be 
unaware,  in  an  advance,  that  he  was  killing  men.  He  was  not  afraid 
of  machine  guns,  had  some  slight  fears  of  snipers,  but  found  a  con- 
stant strain  in  waiting  in  the  trenches  for  shells  to  come,  the  likeli- 
hood of  which  was  always  in  his  mind.  His  claustrophobic  tendencies 
appeared  in  that  he  was  afraid  of  the  dugouts  and  hated  to  go  into  them, 
although  they  offered  the  only  protection  from  bombardment.  He 
always  felt  that  a  shell  might  come  and  block  the  entrance  so  that  he 
would  be  buried  alive.    He  never  dreamed  of  this,  however. 

This  man  was  obviously  not  adapted  for  any  continued  stretch  of 
fighting,  and  as  a  result,  within  a  couple  of  months  of  reaching  the 
front  he  began  to  show  symptoms  of  fatigue  in  sleeplessness, 
hypnagogic  hallucinations,  and  a  good  deal  of  "  jumpiness  "  in  the 
daytime.  Fear  quickly  appeared,  and  then  his  condition  got  rapidly 
worse.  Being  a  man  of  high  ideals  as  to  his  duty,  he  made  great 
efforts  to  keep  all  signs  of  fear  from  his  men,  and  to  appear  absolutely 
intrepid  before  them.  In  this  he  succeeded,  but  only  to  produce  such 
a  strain  ihat  he  felt  after  a  few  weeks  that  it  was  only  a  matter  of 
time  before  he  would  have  to  give  up.  While  in  this  condition,  a 
shell  dropped  one  day  on  the  parados  and  threw  enough  dirt  into  the 
trench  where  he  was  standing  to  cover  his  legs  up  to  the  knees.  He 
became  absolutely  terrified,  although  physically  he  felt  no  effects 
whatever,  did  not  lose  consciousness  nor  become  at  all  confused.  It 
seems  not  unlikely  that  this  accident,  which  was  a  small  enough 
affair  in  the  light  of  his  daily  experiences,  represented  symbolic 
burial.    At  any  rate,  whatever  its  psychological   significance,  he 
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became  completely  unstrung  and  felt  that  it  was  absolutely  impossible 
to  continue  in  his  duties.  He  therefore  reported  sick,  and  the 
medical  officer,  observing  his  condition,  sent  him  to  the  hospital. 
That  night  he  dreamed  that  he  was  taken  prisoner  by  the  (Germans, 
and  had  to  confess,  when  he  related  his  dream,  that  with  it  there  was 
a  certain  feeling  of  relief  in  that  he  was  by  this  event  free  from  all 
responsibilities  of  ' '  carrying  on. ' '  He  never  had  had  this  idea  during 
the  daytime,  however,  so  far  as  he  could  remember,  but  had  only 
wished  for  death. 

The  day  following  this  dream,  he  felt  still  worse,  more  fearful  than 
before  (although  he  was  out  of  danger)  and  extremely  sensitive  to 
noises.  That  night  terrifying  dreams  began.  These  were  always  of 
some  untoward  event,  the  most  frequent  of  which  was  that  the  enemy 
would  penetrate  his  trench,  and  rush  at  him,  with  bayonets,  one  of 
which  was  just  about  to  pierce  his  chest  when  he  would  awake  in  an 
agony  of  terror.  He  said  that  in  these  dreams  he  always  wanted  to 
scream  with  fright,  which  was  an  idea  which  would  never  occur  to 
him  in  the  daytime  in  the  trenches,  no  matter  how  frightened  he 
might  be. 

When  he  first  went  into  the  trenches  he  had  occasional  emissions 
during  sleep.  Once  his  symptoms  began,  these  ceased,  and  he  had 
no  erotic  thoughts  whatever.  The  latter  did  not  return  until  he  was 
nearly  recovered  from  his  neurosis. 

After  about  three  weeks  the  dreams  began  to  lessen  in  their  fre- 
quency, although  the  content  changed  not  at  all.  Finally  they  disap- 
peared. When  they  had  been  absent  for  about  a  week,  he  dreamed  one 
night  that  he  was  being  tied  down  by  some  soldiers  on  a  stretcher,  for 
what  purpose  he  did  not  know,  but  he  was  very  much  frightened  and 
was  trying  to  scream  when  he  awoke.  This,  of  course,  was  not 
related  directly  to  any  actual  experience  at  the  front,  and  it  remained 
an  isolated  dream. 

Physically  he  showed  some  fatigability  when  I  examined  him 
about  three  weeks  after  leaving  the  front.  He  had  prominent  eyes, 
a  rapid  pulse  and  some  sweating.  His  tremors  were  not  marked, 
and  did  not  endure  for  long.  His  was  a  case  where  a  few  weeks  rest 
in  bed,  without  other  treatment,  caused  all  the  obvious  symptoms 
to  disappear.  None  of  them,  in  fact,  had  ever  been  particularly 
severe,  except  the  dreams,  and  of  these  he  had  never  had  more  than 
one  or  two  in  any  one  night. 

This  history  is  rather  typical  of  the  patient  who  is  poorly 
adapted  to  fighting.  The  struggle  begins  at  the  first 
moment  of  entering  the  trenches,  and  the  mental  difficulties 
increase  out  of  all  proportion  to  the  physical  fatigue.  As  a 
result,  these  patients  are  apt  to  give  up  before  they  have 
struggled  long  enough  against  their  symptoms  to  exhaust 
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seriously  their  fund  of  nervous  energy.  The  symptoms, 
therefore,  do  not  become  so  intense,  nor  do  they  last  so  long 
as  they  do  with  those  who  are  normal  enough  to  become 
well  adapted  to  the  fighting  and  then  spend  weeks  and 
even  months  in  a  strenuous  effort  to  fight  their  symptoms 
after  the  "  break  in  compensation  M  has  set  in. 

To  get  such  a  patient  as  this  back  to  the  firing  line,  is, 
of  course,  a  good  deal  more  of  a  problem  than  to  relieve 
him  of  his  acute  symptoms. 

Case  IV.  The  patient  is  a  lieutenant  in  the  artillery,  23  years  of 
age.  He  was  always  high  strung  and  sensitive,  and  thinks  that  he 
would  have  been  definitely  seclusive  if  it  had  not  been  that  he  was 
put  to  school  at  10  and  left  there  until  he  was  nearly  20,  and  so  was 
forced  to  adapt  himself  to  boyish  life  before  the  habit  of  retreating  to 
the  protection  of  his  mother  and  family  had  become  fixed.  As  he 
grew  older  he  had  a  few  abortive  love  affairs  and  became  engaged  the 
first  year  of  the  war.  He  is  not  yet  married.  As  a  child  he  had 
night  terrors  and  a  constant  fear  of  the  dark  that  clouded  his  child- 
hood. As  he  grew  older,  however,  he  seems  to  have  become  much 
more  normal,  for  he  developed  no  phobias,  had  no  nightmares,  and 
none  of  the  usual  neurotic  sensibilities,  except  for  an  undue  horror  of 
cruelty  and  bloodshed. 

In  the  Spring  of  1914  he  had  an  attack  of  "neurasthenia"  which  he 
thinks  was  somewhat  the  same  as  his  war  neurosis.  He  was  very 
much  disappointed  about  the  result  of  an  examination  which  he  had 
tried.  When  the  telegram  arrived  announcing  his  failure  he  "sort  of 
fainted,"  and  was  "hysterical  "  after  that.  For  some  weeks  he  slept 
poorly,  had  occasional  nightmares,  was  easily  fatigued,  easily  startled, 
and  felt  no  ambition.  This  continued  until  the  war  broke  out,  shortly 
after  which  he  joined  the  army  and  spent  over  a  year  in  training  for 
his  artillery  work.  He  rather  enjoyed  this,  became  quite  sociable 
with  his  brother  officers  and  looked  forward  keenly  to  going  to 
France.  He  was  rather  curious  to  know  what  it  would  all  be  like. 
In  his  first  shelling,  no  one  was  hit  in  his  immediate  vicinity.  He 
became  excited  and  enjoyed  it  in  a  sense.  A  few  weeks  later,  when 
on  a  road  back  of  the  lines,  a  shell  landed  in  the  engine  of  a  passing 
automobile  and  mangled  the  occupants  horribly.  This  upset  him  a 
great  deal  and  for  a  few  weeks  after  the  experience  he  stammered. 
(He  gave  a  long  and  unnecessarily  lurid  account  of  this  incident;  in 
fact,  in  all  his  recitals  there  was  evidence  of  a  morbid  fascination  for 
him  in  the  carnage  of  war.)  Following  this  experience  he  always 
had  some  fear  of  shells,  but  as  his  battery  was  miles  behind  the  front 
line  trenches  he  was  seldom  under  heavy  or  continuous  bombardment. 

After  seeing  what  a  shell  could  do,  he  always  had  a  certain  degree 
of  abhorrence  to  the  idea  of  killing  people,  but  his  victims  were  miles 
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away  and  he  kept  from  thinking  of  that  aspect  of  his  work  too  much, 
concentrating  his  mind  rather  on  perfecting  his  technical  skill  in 
gunnery  in  which  he  was  able  to  take  considerable  pride  and  satis- 
faction. He  was  quite  sure  that  he  never  could  be  brought  to  the 
point  of  running  a  man  through  with  a  bayonet.  He  continued  in 
this  position  for  six  weeks  and  then  went  home  to  England  on  leave. 
On  returning,  after  being  shelled  again  for  the  first  time,  he  stam- 
mered for  a  day  or  two,  but  quickly  recovered  from  this,  and  proceeded 
with  his  work  comfortably  enough  for  a  good  many  months.  He  was 
then  sent  to  Arras  (in  the  Spring  of  1917)  and  was  there  for  nine 
weeks  altogether.  The  fighting  grew  gradually  heavier.  He  became 
tired  with  the  constant  strain,  and  began  to  be  troubled  with  his  fear 
of  the  shells.  He  became  so  nervous  that  he  had  to  force  himself  to 
go  through  communication  trenches  that  were  under  shell  fire.  He 
slept  less  well,  having  difficulty  in  driving  the  thoughts  of  fighting 
from  his  mind,  and  had  occasional  dreams  of  running  the  battery,  but 
no  nightmares. 

For  the  last  four  or  five  weeks  the  feeling  grew  that  he  could  not 
keep  on  indefinitely  and  he  began  to  wish  that  a  shell  would  come 
and  end  it  all.  During  this  time  he  had  great  difficulty  in  putting 
from  his  mind  thoughts  of  the  wounds  and  death  he  was  occasioning 
in  the  German  lines.  Finally,  he  was  sent  to  an  observation  post  in 
No-Man's- Land  to  direct  the  fire  of  one  of  his  batteries.  He  went  out 
a  sap  about  fifty  feet  long  that  terminated  under  a  pile  of  sand-bags 
through  which  there  was  a  small  loophole  for  observation.  The 
Germans,  evidently  suspecting  that  an  observer  might  be  there, 
began  to  shell  this  spot  pitilessly.  The  patient  remained  for  some 
minutes  with  the  shells  bursting  all  around,  and  then  retired  to  a 
dugout  for  about  a  quarter  of  an  hour.  Having  recovered  his  courage, 
he  returned  to  his  post  and  made  the  necessary  observations,  although 
a  great  many  shells  were  still  falling.  He  thought  that  he  might 
have  received  some  slight  concussion  because  his  head  ached  a  little, 
but  otherwise  he  felt  fairly  comfortable.  He  was,  however,  very 
much  strung  up  by  his  efforts,  and  a  half  hour  later  when  he  returned 
to  his  battery  he  fainted.  The  unconsciousness,  if  it  was  complete, 
lasted  only  a  minute  or  so,  but  when  he  came  to  he  was  extremely 
fearful  and  so  emotionally  upset  that  he  was  sent  back  to  a  hospital  at 
once.  There  he  began  to  have  the  usual  terrifying  nightmares,  in 
his  case  always  of  being  shelled.  On  account  of  his  poor  sleep  he 
was  given  sedatives  very  freely,  the  effect  of  which  was  to  produce 
some  sleep,  it  is  true,  but  to  make  his  nervous  control  very  much  less. 
As  a  result  he  got  into  a  state  where  he  was  almost  constantly  shaking 
with  violent,  coarse  tremors,  and  apt  to  show  most  dramatic  exhi- 
bitions of  fear  when  the  slightest  noise  occurred.  He  stammered  a 
good  deal,  but  mainly  when  excited  by  examination,  for  he  could 
speak  quite  calmly  and  consistently  for  several  minutes  without  any 
hesitation.    When  under  observation  he  frequently  showed  a  peculiar 
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tic.  His  lips  would  shut  tight,  with  the  corners  of  his  mouth  drawn 
back  and  up,  his  nose  would  be  raised  with  a  "pug"  expression,  both 
of  which  movements  were  coincident  with  a  good  deal  of  blinking 
and  a  slight  retraction  of  the  head.  He  seemed  to  be  unaware  of 
these  contortions,  but  when  they  were  described  to  him  he  said  that 
those  were  the  movements  of  his  face  and  head  when  a  shell  burst 
and  threw  up  earth  near  him,  which  seemed  as  if  it  would  fly  in  his 
face.  With  this  explanation,  it  was  at  once  probable  that  the 
symptoms  had  developed  from  such  actions  of  shrinking  and  disgust, 
for  the  expression  of  his  face  accurately  showed  these. 

After  six  weeks  in  a  general  hospital,  where  he  was  subjected  to  a 
good  deal  of  annoyance  from  the  noises  of  busy  wards  and  the  sights 
of  many  wounded  men,  he  was  transferred  to  a  special  hospital  in 
England.  Here,  under  the  influence  of  complete  quiet  and  isolation, 
his  symptoms  very  largely  subsided  in  a  matter  of  a  couple  of  weeks. 
His  dreams  disappeared  altogether,  but  he  remained  for  a  month 
during  which  time  I  saw  him  occasionally,  still  prone  to  develop 
tremors,  grimaces  and  signs  of  emotional  instability  when  under  close 
observation,  or  when  startled  by  sudden  noises.  He  was,  however, 
anxious  to  understand  the  psychological  mechanisms  of  his  symptoms, 
and  made  promising  efforts  to  gain  complete  control  over  himself. 

Cask  V.  The  following  case  gives  an  excellent  example  of  the  long 
fight  which  a  patient  may  make  against  his  symptoms,  a  struggle  that 
reflects  more  credit  on  the  individual  than  many  exhibitions  of 
sudden  and  unconscious  courage.  The  patient  is  a  lieutenant  in  the 
artillery,  who  joined  the  army  in  the  Spring  of  1915.  He  was  always 
given  to  worrying  about  trifles,  and  to  feeling  that  he  had  made 
mistakes.  He  was  self-conscious,  but  with  effort  became  steadily 
more  sociable  as  he  grew  older.  As  a  child  he  was  painfully  shy  and 
fearful  of  his  capacity  to  do  anything.  With  adolescence  he  became 
more  normal  in  this  respect  and  had  many  puppy  love  affairs,  and 
more  serious  ones,  too,  for  he  was  finally  married  at  the  time  he 
joined  the  army.  Having  seen  little  of  his  wife,  he  has  had  no 
change  of  outlook  as  the  result  of  this  marriage. 

As  a  small  boy  he  was  afraid  of  the  dark.  He  began  reading  when 
very  young,  and  turned,  boy-like,  to  books  of  adventure.  When 
night  came,  he  would  lie  in  the  dark  and  people  it  with  imaginations 
that  would  become  very  fearful.  He  has  no  memory,  however,  of  actual 
nightmares.  He  has  always  been  uncomfortable  and  disturbed  during 
thunder-storms,  although  not  exactly  afraid.  He  invariably  suffered 
from  giddiness  in  high  places,  but  has  had  no  claustrophobic  tenden- 
cies, and  very  few  nightmares  of  any  kind.  Cruelty  and  bloodshed 
were  always  repulsive  to  him.  As  a  boy,  he  played  "Indian  "  a  great 
deal  with  his  brothers.  The  older  brothers  used  to  ambuscade  him 
and  scare  him  tremendously,  even  though  he  knew  what  was  coming. 
His  shyness  kept  him  from  playing  team  games  as  a  boy,  but  when  he 
was  older  he  took  up  tennis,  golf  and  walking,  although  music  and 
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reading  were  always  his  main  interests.  When  he  was  16,  one  of  his 
brothers  died  of  tuberculosis  at  the  age  of  23.  A  couple  of  years  later, 
another  brother  died  of  the  same  disease  at  the  same  age.  The  patient 
became  so  obsessed  by  the  fear  that  he  himself  would  have  tubercu- 
losis that  he  was  practically  incapacitated  and  developed  mild 
compulsive  symptoms.  When  he  passed  the  "danger  period"  at  23, 
however,  he  regained  his  confidence  and  shook  off  the  fear  of 
tuberculosis  very  largely. 

He  joined  the  army  in  the  Spring  of  1915  and  remained  in  England 
under  training  for  a  year  and  a  half.  This  was  distinctly  to  his  ad- 
vantage, for  he  gained  more  confidence  in  himself  and  felt  that  he  had 
become  a  competent  individual.  During  this  period  he  had  no  anx- 
iety, and  was  philosophically  resigned  to  whatever  might  happen  in 
France.  He  went  there  in  January,  1917,  and  was  glad  to  find  that 
conditions  were  better  than  he  had  been  led  to  expect.  When  shelled 
for  the  first  time  he  became  worried  rather  than  frightened,  and 
quickly  got  used  to  it.  It  was  possible  for  him  to  have  shells  drop 
quite  close  to  him  without  his  being  at  all  frightened.  When  he  had 
been  fighting  for  about  six  weeks  he  caught  cold,  had  a  bad  tracheitis 
and  bronchitis  and  lost  his  voice.  When  coughing,  he  brought  up  blood 
several  times  and  of  course  began  at  once  to  worry  about  tuberculosis. 
With  the  natural  physical  strain  of  this  infection,  added  to  the  worry, 
he  felt  very  much  dragged  down  and  fatigued  and  continued  so  for  about 
ten  days.  Then  two  5.9  shells  dropped,  one  ten,  the  other  thirteen  feet 
from  him.  The  concussion  did  not  cause  him  to  lose  consciousness, 
but  he  became  so  excited  that  he  could  not  talk  sensibly  and  was  in- 
coherent for  an  hour  at  least.  He  went  to  bed,  but  could  sleep  very  little, 
and  in  the  morning  he  found  himself  horribly  afraid  and  trembling. 
With  great  effort  he  kept  himself  at  work  for  a  few  days,  and  then 
was  fortunate  enough  to  be  sent  away  for  a  course  of  study  for  twelve 
days.  During  this  time  he  recovered  from  his  fatigue,  but  worried 
constantly  about  having  to  return  to  his  batteries  and  could  not  con- 
centrate on  his  study.  He  went  back  to  the  line  apprehensive  of 
what  might  happen.  The  difficulty  of  continuing  in  his  work  became 
cumulatively  greater.  He  was  "jumpy"  during  the  day,  in  constant 
fear  of  the  shells,  but  keyed  himself  up  to  the  task.  At  night  he  was 
always  dreaming  of  being  wounded  in  a  ghastly  fashion,  and  for  some 
time  had  more  fear  of  being  wounded  than  of  being  killed.  Before 
long,  however,  he  reached  the  stage  of  wishing  a  shell  would  end  his 
troubles  completely  and  began  to  spend  a  good  deal  of  time  alone  in 
planning  some  form  of  suicide  that  would  afterward  seem  to  have 
been  an  accident.  For  five  or  six  weeks  the  struggle  continued, 
although  he  felt  more  and  more  that  it  would  be  impossible  for  him  to 
"carry  on  "  indefinitely.  About  this  time  he  was  in  the  open  one  day 
and  a  German  field  gunner  spied  him  and  tried  to  hit  him  with  twenty 
or  thirty  shells.  This  experience  almost  finished  him,  and  he  be- 
came so  upset  that  his  battery  commander  sent  him  to  take  charge  of 
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a  wagon  line  in  order  that  he  might  have  less  trying  work.  Although 
in  less  danger  here,  there  were  other  worries  from  which  he  was  not 
free.  Always  rather  sensitive  to  the  horrors  of  war,  he  now  became 
obsessed  by  them,  and  marveled  continually  that  the  whole  ghastly 
business  could  be  possible.  He  said  later  that  he  thought  it  was  not 
improbable  that  he  may  have  clenched  his  hands  and  shrieked  at  the 
horror  of  anything  so  cruel  existing.  When  awake,  this  was  his 
strongest  feeling.  Another  symptom  also  developed.  This  was  a 
difficulty  in  uttering  guttural  sounds,  which  soon  spread  to  include 
all  phonation,  making  him  stammer  constantly.  When  it  was  later 
suggested  to  him  that  this  may  have  been  connected  psychologically 
with  the  loss  of  his  voice  and  fear  of  tuberculosis,  he  admitted  that 
this  was  probably  the  case,  inasmuch  as  these  fears  were  much  in  his 
mind  at  the  time  the  speech  difficulty  began. 

In  spite  of  these  troubles  he  continued  working  for  about  a  month 
longer,  although  the  effort  must  have  been  great,  considering  that  he 
had  very  little  sleep,  interrupted  by  nightmares,  and  that  during  the 
day  he  was  both  excessively  fatigued  and  obsessed  with  horror. 
Altogether  he  had  struggled  on,  in  spite  of  these  harrowing  symp- 
toms for  three  and  a  half  months!  Finally,  however,  his  superior 
officer  sent  him  to  divisional  headquarters.  There  he  got  so  much 
worse  that  he  had  to  be  sent  almost  immediately  to  a  hospital.  Once 
there,  it  seemed  to  him  that  if  he  were  ever  sent  back  to  the  line  he 
would  go  mad.  He  was  so  depressed  at  the  thought  of  his  failure 
and  the  conviction  that  he  was  a  coward  that  he  frequently  cried. 
The  hospital  he  was  in  for  nearly  a  month  was  next  to  a  parade 
ground  and  at  night  they  practiced  gunnery.  With  his  extreme  sen- 
sitiveness to  sounds  this  terrorized  him.  Then  he  was  removed  to  a 
hospital  in  London,  where  he  improved  quite  rapidly,  so  that  his 
main  symptoms  became  not  so  much  anxiety  with  its  accompaniments 
as  depression  and  an  obsession  with  the  wickedness  and  horror  of 
war.  This  latter  was  developed  to  such  a  point  that  he  was  able  to 
take  absolutely  no  interest  in  such  striking  events  as  the  capture  of 
Messines  Ridge  which  occurred  while  he  was  in  the  London  hospital. 
He  said  that  he  was  able  to  think  of  nothing  but  the  carnage  that  must 
have  taken  place  there.  He  felt,  however,  that  this  attitude  was  dis- 
tinctly abnormal,  in  fact,  that  it  was  one  of  his  difficulties.  Wicked 
and  horrible  as  war  might  be,  he  spontaneously  admitted  that  in  the 
present  situation  one's  duty  was  not  to  think  about  it,  but  to  fight, 
and  end  the  struggle  as  soon  as  possible.  At  the  same  time  he  knew 
that  it  was  his  thinking  about  it  which  incapacitated  him. 

When  he  was  first  put  in  the  hospital,  the  horrible  sights  at  his  last 
station  were  constantly  before  his  eyes,  as  well  as  the  immediate  hos- 
pital surroundings.  This  lasted  only  a  few  days  and  then  it  became 
a  matter  not  of  seeing  but  merely  of  thinking  about  the  bloodshed. 
Finally,  he  reached  in  London  the  point  where  he  was  able  to  drive 
these  thoughts  out  of  his  mind  by  an  effort  of  will,  or  where  he  could 
read  a  little  and  so  distract  his  mind. 
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His  dreams  are  of  interest.  In  the  latter  part  of  his  stay  in  the 
line,  and  for  the  first  month  in  hospital,  he  dreamed  constantly  of 
working  with  his  battery  and  being  under  shell  fire,  and  this  dream 
was  consistently  accompanied  with  great  terror.  When  he  began  to 
recover,  he  had,  with  these  previous  stereotyped  dreams,  another 
recurring  one.  He  was  in  the  country  near  his  home,  which 
distantly  resembled  the  country  in  France  where  his  battery  was. 
He  was  under  shell  fire,  which  he  returned,  but  always  with  decreas- 
ing effect,  so  that  his  battery  was  gradually  shelled  out.  In  these 
dreams  he  would  sometimes  leave  the  battery  and  run,  alone.  At 
other  times  he  would  run  with  another  officer.  Occasionally  the 
brigadier  was  with  him,  who  looked  on  and  criticized  during  the 
fighting.  The  brigadier,  however,  always  disappeared  before  he  had 
to  run  from  the  guns.  The  scenery  of  his  home  was  not  the  only 
matter  external  to  war  that  appeared  in  the  setting  of  his  dreams,  for 
he  began  to  replace  his  gunners  with  people  he  would  read  of  during 
the  day.  Finally,  dreams  occurred  that  showed  a  direct  regression  to 
childhood,  and  the  relation  between  the  object  of  fear  in  his  early 
life  and  what  stimulated  that  emotion  in  the  war.  He  began  to 
dream,  not  that  he  was  fighting  against  Germans,  but  that  Indians 
were  his  foes. 

This  case  is  interesting  both  clinically  and  psychologic- 
ally. We  have  an  individual  who  showed  strong  neurotic 
tendencies  before  the  war,  who  adapted  himself  only  briefly 
to  it,  and  then  developed  symptoms  after  his  resistance  was 
reduced  by  a  worry  that  originated  in  times  of  peace.  His 
dreams,  too,  showed  a  tendency  to  include  material  outside 
of  war,  and  finally  became  a  distortion  of  the  great  fear  of 
his  childhood,  namely,  that  of  Indians.  He  was  constitu- 
tionally afflicted  with  a  disgust  of  bloodshed  and  violence, 
and  this  became  in  his  neurosis  the  most  prominent  factor 
in  disabling  him  from  active  service.  Running  parallel  to 
this  were  certain  clinical  features.  The  symptoms  of  pure 
and  simple  fatigue  were  less  prominent  in  this  case  than  is 
usual,  and  his  disease  was  always  much  more  subjective 
than  objective.  He  had  at  any  time  very  little  nervous 
starting,  and  when  I  examined  him,  six  weeks  after  his 
first  admission  to  a  hospital,  he  showed  no  tendency  to  jump 
when  noises  occurred,  but  was  obviously  greatly  irritated 
by  them.  He  had  a  little  restlessness,  and  stammered 
pretty  constantly  in  his  speech,  although  the  latter  was 
steadily  improving. 
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The  next  case,  that  of  a  lieutenant,  aged  20,  illustrates  the 
effect  of  war  on  one  who  had  always  been  considered  rather 
below  par  nervously.  Strictly  speaking,  this  is  not  an 
anxiety  case,  in  fact  all  the  symptoms  he  showed  were 
those  which  are  usually  merely  complications  in  the  anxiety 
neurosis.  It  is  included  here,  however,  as  an  example  of 
the  very  much  poorer  adaptation  made  in  war  time  by  those 
who  are  not  completely  adapted  to  the  demands  of  civil 
life,  at  the  time  they  enter  the  army. 

Case  VI.  As  a  child  he  had  frequent  night  terrors  and  was  afraid 
of  the  dark.  As  he  grew  older  he  was  high  strung  and  could  not  find 
himself  at  an  elevation  without  wanting  to  throw  himself  down.  He 
was  never  horrified  by  seeing  animals  killed  but  took  a  delight  in  it. 
He  was  shy  with  both  sexes.  He  played  games  in  moderation  only, 
because  he  was  never  able  to  run  any  great  distance.  In  fact,  his 
father,  who  was  a  physician,  took  him  from  school  at  the  age  of  15 
on  account  of  his  lack  of  strength,  and  discouraged  him  from  the  idea 
of  studying  medicine  because  he  was  too  nervous.  He  was  always 
subject  to  headaches  which  were  somewhat  improved  by  glasses. 

In  training  his  first  symptom  developed,  which  was  a  sharp  pain 
in  the  left  groin  that  got  better  when  he  lay  down.  This  was  appar- 
ently hysterical,  as  no  physical  reason  could  be  found  for  it.  After 
this  he  began  to  have  shortness  of  breath,  pain  above  the  heart  and 
palpitations,  with  occasional  attacks  of  dizziness.  He  was  absent  on 
sick  leave  for  a  while.  His  superior  officer  did  not  wish  him  to  go  to 
the  front,  but  he  insisted  on  it,  and  was  finally  sent  to  France  in  Sep- 
tember, 1916,  after  he  had  been  seventeen  months  in  training.  He 
found  himself  at  first  somewhat  afraid  of  the  shells,  but  soon  got  used  to 
them.  The  horror  of  the  war,  however,  grew  on  him,  and  he  came  to 
pity  the  Germans  as  much  as  the  British.  His  weakness,  however, 
was  his  main  difficulty,  for  he  had  to  lie  down  half  the  time.  This  he 
regarded  as  failure  and  became  depressed  over  it.  Then  his  com- 
manding officer  committed  suicide,  and  the  idea  of  his  doing  this  also 
obsessed  him  to  such  an  extent  that  he  thought  he  was  going  mad. 
He  drove  a  knife  into  his  upper  lip  and  smashed  a  looking-glass 
because  he  hated  to  see  himself.  An  extra  long  spell  of  duty  in  the 
trenches  made  him  incapable  of  any  further  effort  and  he  was  sent 
home.  In  the  hospital  in  England  his  chief  difficulties  were  depres- 
sion and  thoughts  of  suicide  and  a  desire  to  mutilate  himself.  As  to 
the  latter,  he  at  first  feared  that  he  would  do  himself  serious  harm; 
but  later  he  discovered  that  a  slight  pain  and  the  drawing  of  blood 
gave  him  the  satisfaction  he  seemed  to  crave.  His  chief  trouble  was 
the  lack  of  any  confidence  in  himself.  His  failure,  as  such,  ceased  to 
bother  him,  and  he  rationalized  that  comfortably  with  the  conviction 
that  he  should  never  have  been  sent  to  the  front.    He  complained, 
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too,  of  lack  of  memory  and  concentration.  His  reaction  was  typically 
neurotic  and  offered  more  difficulty  in  the  way  of  treatment  than  the 
usual  war  neurosis.  He  insisted  that  he  was  physically  incapable  of 
outdoor  exercise,  yet  always  complained  of  a  headache  if  he  stayed 
indoors.  He  said  he  wanted  to  go  back  to  the  front,  but  he  knew 
that  he  couldn't,  and  refused  to  consider  the  possibility  of  getting 
well  with  the  idea  of  doing  some  work  at  home.  Therefore,  he 
argued,  there  was  nothing  left  for  him  but  to  think  of  suicide. 

As  he  showed  no  signs  of  organic  heart  trouble  physi- 
cally, one  is  safe  in  assuming  that  these  symptoms  were 
largely,  if  not  entirely,  neurotic,  and  that  the  patient  was 
an  individual  not  quite  capable  of  meeting  the  ordinary 
strain  and  stress  of  civil  life,  consequently  far  from  com- 
petent to  deal  with  the  strain  of  war. 

The  following  case  is  also  not  typical,  but  is  included  here 
to  show  how  what  is  essentially  a  peace  neurosis  may  de- 
velop symptoms  that  are  colored  by  the  environment  of  war. 

Case  VII.  The  patient  is  a  captain  in  the  French  Army,  attached 
as  a  liaison  officer  to  the  British  staff.  At  the  time  I  saw  him  he  had 
returned  to  duty  and  was  good  enough  to  give  me  a  retrospective 
account  of  his  neurosis. 

He  had  a  severe  attack  of  meningitis  at  3,  and  as  a  result,  was  very 
delicate  as  a  child.  It  was  not  thought  by  his  parents  that  he  ever 
would  be  strong  enough  to  be  educated,  and  he  was  given  no  school- 
ing until  he  had  himself  demonstrated  his  intellectual  ability.  He 
was  always  "nervous"  but  never  had  any  definite  symptoms  and  no 
breakdowns.  He  became  a  barrister  and  passed  successfully  many  ex- 
aminations both  in  France  and  in  England.  It  is  important  to  note  that 
he  had  very  little  anxiety  in  connection  with  any  of  his  examinations. 
He  was  commissioned  immediately  at  the  outbreak  of  the  war,  and 
fought  for  seme  months  with  the  French  Army.  Shortly  after  the  begin- 
ning of  the  war  he  got  news  of  the  death  of  his  best  friend.  At  once  he 
began  having  dreams  of  examinations,  in  which  failure  seemed  cer- 
tain, and  he  was  tormented  by  great  fear  of  this.  There  were  other 
dreams  of  his  arguing  in  court  most  ineffectively,  in  fact  so  poorly 
that  his  clients  insulted  him.  He  was  tired  in  the  morning  after  these 
dreams.  Under  this  strain  he  soon  began  to  be  nervous  and  fearful  of 
shells,  but  never  showed  this  fear,  and  in  fact  felt  it  less,  when  he  was 
in  the  company  of  others.  He  had  no  increase  of  horror  at  the  car- 
nage, but  could  never  become  accustomed  to  shell  fire.  After  con- 
tinuing in  this  state  for  eighteen  months,  and,  so  far  as  he  could 
remember,  without  any  particular  aggravation  of  his  difficulties,  he 
fell  in  a  "fit"  while  drilling  some  men.  He  was  told  that  he  did  not 
have  a  convulsion,  but  talked  as  if  he  were  apologizing  to  the  colonel. 
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Following  this,  he  was  extremely  weak  and  had  bad  pains  in  his  legs; 
when  he  walked  it  was  with  a  very  staggering  gait  and  exaggerated 
movements.  He  was,  of  course,  incapable  of  fighting  further,  and 
was  sent  to  the  south  of  France.  He  stayed  there  very  quietly  with 
his  wife  for  nearly  five  months,  for  the  first  two  of  which  he  felt  abso- 
lutely no  affection  for  his  wife.  All  this  time  he  endeavored  to  rest 
completely,  and  did  not  even  read  a  newspaper.  This  was  apparently 
successful  treatment,  for  he  recovered  completely,  and  on  returning 
to  the  front  felt  no  more  fear  and  had  perfect  confidence  in  himself. 
Later  he  obtained  leave  long  enough  to  go  to  London  for  some  Eng- 
lish bar  examinations,  which  he  passed  without  having  any  anxiety 
at  all.  He  continued,  however,  to  repress  his  friend's  death,  trying 
never  to  think  about  it,  and  was  always  disturbed  for  some  time  after 
hearing  the  friend's  name  mentioned. 

Fatigue:  Perhaps  the  most  important  of  all  the  factors 
that  unite  in  the  production  of  an  anxiety  state  is  fatigue. 
So  far  as  I  have  been  able  to  learn,  either  it  or  concussion 
is  present  to  greater  or  less  extent  in  every  case  of  anxiety 
neurosis,  and  it  seems  to  be  possible  to  trace  its  influences 
directly  in  the  production  of  symptoms. 

Although  the  discrimination  may  be  somewhat  academic, 
it  is  possible  to  recognize  two  types  of  fatigue  which  are 
usually  combined.  These  we  might  call  physical  and  men  - 
tal in  origin,  although  there  is  probably  no  place  in  medicine 
where  it  is  more  difficult  to  discriminate  between  what  is 
purely  physical  and  purely  mental.  We  may  call  fatigue 
physical  in  origin  that  proceeds  from  physical  factors  out- 
side the  patient,  such  as  continued  exertion  on  duty, 
exposure  to  inclement  weather,  lack  of  food  and  opportu- 
nity to  sleep,  or  physical  disease.  Fatigue  of  mental 
origin  is  that  which  proceeds  from  difficulties  that  are  more 
psychological  than  physical  in  their  operation.  This  in- 
cludes the  constant  stress  of  exposure  to  what  is  extremely 
distasteful,  whether  the  distaste  be  common  to  all  mankind, 
or  an  idiosyncracy  of  the  patient.  It  also  includes  the 
fatigue  coming  from  the  struggle  against  symptoms  already 
in  existence.  These  influences  never  demand  in  times 
of  peace  the  consideration  due  them  in  warfare.  The 
reason  for  this  is  that  escape  from  symptoms  or  from 
environmental  factors  which  are  particularly  trying  is  usu- 
ally possible  to  some  extent  in  civil  life,  but  is  absolutely 
impossible  in  the  trenches. 
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Two  cases  of  the  physical  type  may  first  be  quoted: 

Case  VIII.  The  patient  is  a  lieutenant,  aged  29,  who  was  a  regular 
soldier  for  eight  years  before  the  present  war.  He  had  an  extraordi- 
narily normal  mental  make-up,  liked  military  life  extremely,  and  did 
well  in  it,  so  that  he  was  made  a  non-commissioned  officer  almost 
immediately  after  enlistment.  He  went  to  France  as  a  sergeant  with 
the  original  expeditionary  force,  and  went  through  all  the  severe 
fighting  in  the  retreat  from  Mons  and  the  first  battle  of  Ypres, 
unscathed. 

He  exhibited  no  symptoms  whatever  with  his  first  shell  fire,  and  en- 
joyed the  fighting  hugely.  At  the  first,  he  did  not  like  to  "mess  the 
dead  about,"  but  soon  became  quite  indifferent  to  thi9  part  of  his 
duties.  He  was  several  times  rather  saddened  by  losing  all  his  chums, 
but  he  was  never  unable  to  continue  in  his  duties,  and  soon  forgot 
about  these  incidents.  From  the  standpoint  of  adaptation  he  might 
easily  be  called  a  perfect  soldier,  for  he  was  not  only  completely  de- 
void of  fear,  but  well  disciplined,  and  took  a  keen  enjoyment  in  his 
work  and  was  able  to  continue  fighting  quite  unaffected  by  the  hor- 
rors that  are  trying  to  all  ordinary  individuals.  In  August,  1915,  he 
had  a  slight  touch  of  rheumatism,  not  severe  enough  to  send  him  to 
the  hospital,  but  enough  to  drag  him  down  a  bit.  He  thought  that  he 
had  recovered  completely  from  this.  Two  or  three  months  later  the 
Germans  exploded  a  mine  right  in  front  of  the  trench  in  which  he  was. 
This  is  perhaps  quite  the  most  fearful  event  in  any  soldier's  life,  as  all 
the  ground  is  shaken  and  the  extent  of  the  damage  done  may  be  appall- 
ing. The  patient  went  pale  for  the  first  time  in  his  life,  but  did  not  lose 
his  control,  and  kept  his  men  ' '  standing  to ' 1  immediately.  It  was  a  new 
experience  to  him  and  rather  a  shock.  He  began  to  think  for  the 
first  time  about  danger.  He  was  in  an  area  where  mining  was  the  chief 
form  of  attack,  and  he  would  frequently  hear  the  Germans  digging 
beneath  his  dugout.  He  got  too  restless  to  sleep  while  on  active  duty, 
but  could  sleep  well  when  back  in  billets.  This  continued  for  two 
months,  during  which  time,  he  thinks  now,  he  was  probably  getting 
worse  than  he  realized  at  the  time.  He  was  getting  more  and  more 
on  edge,  although  he  felt  no  real  fear,  and  could  always  tell  by  the 
sounds  where  shells  were  going  to  land.  About  six  weeks  after  the 
mining  incident,  he  was  buried  in  a  dugout.  He  did  not  completely 
lose  consciousness,  but  was  so  dazed  that  he  had  to  lie  down  for  a 
couple  of  hours.  Following  this,  he  was  nervous,  had  a  chronic  head- 
ache and  could  not  sleep,  even  in  the  billets.  He  would  lie  for  a  long 
time,  trying  to  get  to  sleep,  his  head  aching,  seeing  dugouts  being 
blown  out,  and  the  men  being  bowled  over,  and  imagining  himself  in 
the  way  of  shells.  Occasionally  he  could  feel  these  things  as  well  as  see 
them,  but  could  always  by  an  effort  of  will  convince  himself  that  they 
were  only  imaginations.  With  these  hallucinations  he  had  no  real  fear, 
but  was  very  much  bothered  and  wished  they  would  go  away.    All  this 
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time  he  was  in  a  position  of  the  most  trying  responsibility  which  any 
non-commissioned  officer  can  have,  since  he  was  company  sergeant 
major.  Feeling  this  responsibility,  he  continued  his  work,  but  got 
gradually  worse  and  worse.  His  sleep  became  poorer.  Not  that  he 
had  nightmares,  but  he  found  himself  constantly  awaking  with  a  start 
whenever  he  fell  off  to  sleep.  In  the  daytime  he  was  bothered  by  a 
constant  tendency  to  "jump"  whenever  a  shell  came,  but  was  able  to 
keep  himself  perfectly  calm  as  far  as  any  outsider  could  see.  It  was 
only  with  the  greatest  effort,  however,  that  he  was  able  to  get  through 
each  day.  He  began  taking  morphia,  but  was  able  to  secure  very 
little  sleep  with  it.    He  thought  sometimes  of  suicide. 

After  two  months  of  these  troublesome  symptoms,  his  officers  saw 
that  he  was  not  well  and  sent  him  to  England.  Here  he  picked  up 
quickly.  He  soon  began  to  sleep  a  little,  but  he  never  was  able  to  get 
more  than  five  hours  sleep  in  any  night.  After  a  rest  of  three 
months  he  applied  for  some  light  duty,  and  was  given  company 
accountant  work.  This  soon  bored  him  extremely,  and,  as  he  insisted 
on  returning  to  France,  he  was  given  a  commission  and  sent  back  to 
the  front  in  January,  1917,  after  he  had  been  nine  months  in  England. 
On  his  return,  he  found  the  fighting  not  very  active,  and  was  able  to 
go  ahead  with  it  very  well  for  a  while,  with  his  condition  about  the 
same  as  in  England;  that  is,  he  felt  rather  high-strung  and  was  able 
to  get  only  four  or  five  hours  sleep  at  night.  In  April  he  was  sent  to 
Arras.  A  month  before  this  he  had  a  dream  that  he  was  going  to  be 
bowled  over  by  a  shell,  buried,  and  wounded  in  the  neck.  He  thought 
a  good  deal  about  this,  and  realized  perfectly  that  he  was  not 
thoroughly  fit.  At  Arras,  where  the  fighting  was  very  heavy,  his 
sleep  got  much  poorer.  He  had,  however,  no  "jumpiness,"  nor  any 
idea  of  suicide.  Then  in  April  he  led  his  men  in  an  advance,  and 
almost  immediately  on  leaving  the  trench  was  bowled  over  and  buried 
by  a  shell  and  at  the  same  time  hit  in  the  neck,  knee,  and  the  hand 
(all  superficial  wounds).  He  was  not  unconscious,  but  dazed  and 
had  to  be  carried  back  to  the  hospital.  There  he  felt  first  rather 
pounded  and  blinded,  but  slept  a  little,  and  was  fairly  comfortable 
after  ten  days.  In  fact,  he  felt  so  much  better  that  he  undertook  a 
journey  down  to  his  base.  This  exhausted  him  and  he  arrived  almost 
in  a  collapse.  He  was  in  camp  at  the  base  for  three  weeks,  during 
which  time  he  tried  to  rest,  and  took  tonics,  but  got  steadily  worse. 
He  became  depressed,  thinking  that  something  was  going  to  happen 
and  kill  him.  It  was  not  exactly  a  shell,  and  he  could  not  tell  what 
it  was  to  be, — it  was  just  a  restless,  vague  anxiety.  He  found  that  he 
could  not  concentrate  his  thoughts  sufficiently  to  read.  Occasionally 
he  contemplated  committing  suicide  in  order  to  finish  up  quickly 
what  was  going  to  happen  anyway.  He  had  practically  no  sleep,  but 
whenever  he  would  doze,  would  wake  with  a  start,  feeling  that  some- 
thing had  hit  him. 

This  was  as  near  as  he  came  to  a  real  nightmare.    He  had  several 
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dreams  of  being  taken  prisoner.  This  probably  expressed  an 
unconscious  relief  from  having  to  fight,  but  how  far  this  was  from  his 
conscious  ideals  may  be  gathered  from  what  took  place  on  waking. 
He  would  immediately  imagine  himself  in  the  situation  of  prisoner, 
and  then  in  fancy  start  a  fight  and  escape  back  to  the  British  lines. 

He  was  in  various  hospitals  for  two  weeks,  and  then  was  sent  to  a 
special  hospital  for  nervous  cases  which  was  very  pleasantly  situated 
in  the  country.  Ten  days  in  this  quiet  situation  improved  his  con- 
dition considerably  and  he  began  to  get  some  sleep.  On  a  day  after 
no  sleep,  he  would  have  a  bad  headache,  be  restless  and  apprehensive, 
with  a  feeling  that  he  would  never  get  better,  always  being  worse 
when  he  was  alone.  The  distraction  of  talking  to  others  did  him 
good.  Any  exertion,  however,  would  lead  to  a  very  bad  headache. 
He  thought  that  if  he  were  left  permanently  alone  he  would  go  mad. 
At  no  time  had  he  had  real  nightmares.  It  was  quite  interesting  that 
he  discovered  when  riding  on  a  train  that  he  would  become  terrorized 
on  passing  through  every  tunnel  lest  he  should  be  crushed. 

This  case  shows  how  incapacitating  pure  fatigue  without 
the  development  of  any  marked  neurotic  symptoms  may  be. 
Judging  from  what  one  gathers  in  taking  the  histories  of 
many  patients,  it  might  be  safe  to  say  that  had  this  lieuten- 
ant's superiors  not  sent  him  back  to  the  hospital  after  his 
final  burial,  he  would  have  developed  a  typical  anxiety 
state,  for  all  the  symptoms  were  potentially  present.  We 
can  probably  account  for  his  long  and  successful  struggle 
against  a  neurosis  by  the  fact  that  he  was  so  extraordinarily 
well  adapted  to  fighting.  But,  as  he  himself  said,  "There 
is  no  man  on  earth  who  can  stick  this  thing  forever." 

The  following  case  is  interesting  and  typical  in  two 
respects.  In  the  first  place,  he  was  a  man  well  adapted  to 
fighting,  whose  first  symptoms  were  those  of  fatigue,  apart 
from  any  neurotic  manifestations.  Secondly,  his  neurosis, 
once  established,  remained  in  abeyance  for  thirteen  months 
while  at  home  only  to  blossom  out  immediately  on  his 
return  to  the  front. 

Case  IX.  The  patient  is  a  lieutenant,  aged  21,  who  showed  no 
distinctly  neurotic  tendencies.  He  was  somewhat  shy  with  girls  and 
slightly  so  with  boys,  but  played  many  games  with  them,  and  seems 
to  have  been  rather  a  normal  child.  His  only  abnormality,  apparently, 
was  a  tendency  to  self-consciousness.  He  enlisted  in  September,  1914, 
and  found  that  the  training  did  him  much  good,  for  he  became  more 
sociable;  it  "made  a  man  of  him,"  as  he  said.    He  went  to  France  in 
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Febraary.  1915.  and  although  he  was  at  first  somewhat  frightened, 
soon  got  used  to  being  shelled.  He  enjoyed  the  life  and  was  careless 
of  the  sight  of  wounds  and  death. 

After  fighting  for  seven  months,  he  became  somewhat  fatigued  and 
had  occasional  dreams  of  fighting,  with  fear.  In  the  daytime,  how- 
ever, he  had  only  a  tendency  to  start  when  the  shells  came,  and  no 
consciousness  of  fear  whatever.  He  was  then  invalided  home  with  a 
fever,  and  three  months  later  was  given  a  commission,  spending  nine 
months  in  training.  He  then  returned  to  France  as  an  officer  in  Octo- 
ber. 1916.  Heat  once  joined  a  company  which  had  just  been  in  severe 
action  and  was  feeling  very  shaky.  This  had  some  effect  on  him,  and  he 
found  himself  slightly  nervous  and  a  little  depressed  at  the  thought 
of  going  back  to  the  firing  line.  He  tried  to  persuade  himself  that 
he  did  not  care  what  happened.  When  examined  later,  he  told  me 
that  this  initial  fear  was  probably  due  to  the  rough  time  he  had  before 
he  left  the  firing  line  thirteen  months  earlier.  He  had  never,  in  all 
the  time  he  was  at  home,  gained  complete  possession  of  his  confi- 
dence. He  found  now  that  he  could  get  no  enjoyment  in  the  fight- 
ing, and  became  sensitive  to  the  horrors.  He  began  to  take  rum 
in  order  to  keep  fit  The  fighting  was  so  active  that  he  had  little 
opportunity  to  sleep,  but  when  he  did  have  the  chance  he  was  not 
bothered  by  bad  dreams.  Gradually  he  became  more  and  more  fright- 
ened, but  was  constantly  successful  in  hiding  any  signs  of  it  The 
fatigue  became  so  extreme  that  he  felt  that  it  could  not  last  long,  and 
wished  fervently  that  a  shell  would  come  along  and  finish  him. 

One  night  a  raid  was  on,  and  a  heavy  barrage.  He  remembered 
nothing  more  until  he  awoke  in  a  dressing  station  where  he  was  told 
that  he  had  been  buried.  Apparently  he  had  been  unconscious  for  three 
or  four  hours.  His  head  ached,  as  did  his  back,  where  the  earth  had 
hit  it  He  had  no  dizziness,  no  further  loss  of  consciousness  and  no  diffi- 
culty in  thinking.  As  there  is  no  evidence  of  concussion,  except  from 
his  amnesia,  it  is  probable  that  it  was  rather  slight.  He  felt  very 
much  frightened,  however,  but  managed  to  get  some  control  of  this  as 
he  was  carried  further  from  the  firing  line  back  to  the  field  ambulance. 
He  remained  here  ten  days,  and  recovered  sufficiently  to  insist  on 
being  sent  back.  He  found  on  his  return  to  the  line,  however,  that 
he  could  not  sleep,  and  was  extremely  frightened  during  the  day. 
He  realized  at  once  that  he  could  not  stick  it  out,  and  after  a  week 
asked  to  be  sent  back.  This  was  done  at  once,  and  he  was  sent  direct 
to  England.  He  was  in  the  hospital  for  a  week  where  his  sleep  was 
very  poor  and  continuously  troubled  by  nightmares,  the  content  of 
which  was  exclusively  a  repetition  of  previous  terrifying  incidents  at 
the  front  He  was  extremely  shaky;  in  fact,  his  legs  moved  so  much 
that  he  crossed  them  in  bed  in  order  to  keep  them  quiet  This  ex- 
treme shakiness  he  ascribed  not  only  to  his  nervous  strain,  but  also  to 
the  injury  to  his  back,  which  remained  sore  for  some  time,  and  which 
he  thought  included  an  injury  to  his  spinal  cord  which  was  responsible 
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for  the  movements  of  his  legs.  At  the  end  of  the  week  he  got  up  out 
of  bed  in  order  to  return  to  his  home.  He  then  found  that  he  could  not 
uncross  his  legs,  and  was  so  spastic  that  he  had  great  difficulty  in 
walking.  In  his  home,  his  family  and  friends  exhausted  him  by  their 
constant  efforts  to  distract  his  mind.  He  was  very  restless,  and  his 
dreams  became  more  insistent  at  night.  He  remained  at  home  three 
and  a  half  months,  during  which  time  his  fatigue,  shakiness,  sleep- 
lessness, all  appeared  worse.  His  dreams,  however,  became  less 
severe,  in  that  they  appeared  at  less  frequent  intervals.  He  was  then 
sent  to  a  special  hospital  where  I  saw  him  after  two  months  stay. 
He  had  improved  in  all  directions.  The  dreams  had  ceased.  He 
had  no  chronic  fatigue,  although  he  was  still  rather  easily  fatigable. 
The  shakiness  had  disappeared  except  when  he  was  tired  or  when  he 
tried  to  stand  or  walk  with  his  legs  apart  His  gait,  however,  was 
improving  very  rapidly  under  the  methods  of  re-education  which 
were  employed. 

He  said  that  he  kept  himself  from  thinking  much  about  returning 
to  France,  but  when  that  idea  did  come  in  his  mind  it  was  always 
accompanied  with  a  fear  that  he  would  be  a  coward  if  he  were  once 
back  in  the  firing  line  again.  He  worried  a  good  deal  about  his  failure, 
because  he  had  seen  a  good  deal  of  prejudice  against  a  man  who 
' '  goes  sick, ' '  whatever  the  cause. 

It  may  probably  be  taken  as  additional  evidence  of  this  patient's 
essential  normality,  that  he  had  no  trouble  whatever  in  abstaining 
from  alcohol  after  leaving  the  line,  although  he  had  been  afraid  that 
he  would  have  difficulty  in  this. 

The  following  two  cases  are  illustrative  of  fatigue 
engendered  by  mental  as  well  as  physical  difficulties,  and 
difficulties,  too,  that  would  not  be  at  all  incapacitating  in 
times  of  peace  with  as  normal  individuals  as  these  patients 
are. 

Case  X.  The  patient  is  a  major,  aged  35,  who  had  spent  seven  years 
in  the  army  with  the  rank  of  captain,  but  had  resigned  some  five  years 
previous  to  the  beginning  of  the  present  war.  During  this  time  he 
had  been  living  in  North  Africa,  engaged  for  some  years  in  tribal 
warfare,  and  following  that  had  built  a  plantation  miles  from  civili- 
zation where  he  lived  very  happily.  He  is  a  typical  representative  of 
the  British  adventuring,  colonizing  class.  At  the  beginning  of  the 
war  he  returned  to  England  and  was  given  a  commission  as  major, 
and  fought  for  two  years  before  his  breakdown  occurred.  In  make-up 
he  was  apparently  an  unusually  normal  individual,  and  in  many  talks 
with  him  I  could  discover  no  abnormality  except  that  he  was  a  con- 
firmed bachelor,  and  that  he  was  always  unusually  antagonistic  to 
inefficiency  in  any  superior. 

On  going  to  France,  after  a  short  initial  period  of  fear  with  the 
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shells,  he  became  full}'  adapted  to  the  conditions  and  enjoyed  the 
fighting  hugely.  Probably  as  a  result  of  his  many  years  of  life  in  the 
open,  he  knew  how  to  adapt  himself  to  an  uncivilized  environment, 
and  took  considerable  pride  in  making  not  only  himself,  but  all  his 
men,  unusually  comfortable.  He  fought  continuously  for  one  and 
one-half  years,  with  absolutely  no  symptoms.  At  one  time,  when  he 
was  feeling  particularly  fit,  he  was  in  a  dugout  with  two  other  men  when 
a  heavy,  high  explosive  shell  pierced  the  roof  and  exploded.  All 
three  men  were  laid  out  immediately,  and  all  apparently  paralyzed 
for  half  an  hour.  The  patient  said  he  thought  he  might  have  been 
unconscious  for  a  second  or  two.  It  was  difficult  to  recall  his  sensa- 
tions. He  remembered  being  very  much  frightened,  but  what  occa- 
sioned that  fear  he  can  not  remember.  He  also  was  unable  to  say 
whether  he  was  really  paralyzed  or  unable  to  try  to  move,  or  perhaps 
afraid  to  move.  At  any  rate,  at  the  end  of  the  half  hour  all  three 
men  picked  themselves  up,  laughed  at  each  other  and  went  on  with 
their  work.  The  patient  felt  no  after-effects  whatever.  As  such  an 
incident  is  frequently  given  as  the  occasion  of  a  neurosis,  it  is  impor- 
tant to  note  how  little  effect  it  may  have  on  those  who  have  not  been 
troubled  with  any  symptoms  prior  to  the  event 

After  a  year  and  a  half  of  fighting,  the  patient  was  transferred  to  a 
battalion  that  was  under  the  command  of  a  brigadier  whom  he  felt  to 
be  not  only  very  inefficient,  but  antagonistic  to  him.  They  had  fre- 
quent difference  on  various  matters,  and  finally  when  they  disagreed 
on  tactics,  the  brigadier  had  him  sent  home  on  sick  leave,  although 
he  was  perfectly  well.  He  returned  to  the  front  after  a  few  months' 
stay  at  home,  and  was  very  much  disappointed  to  be  transferred  to 
the  same  division  and  come  under  the  authority  of  his  old  enemy  ten 
months  after  leaving  him. 

Up  to  this  time  he  felt  perfectly  well,  but  the  strain  of  constantly 
following  orders  of  which  he  did  not  approve,  began  to  tell  on  him. 
He  became  sleepless  at  night,  and  "jumpy"  during  the  day.  This 
"  jumpiness  "  at  first  was  not  accompanied  by  fear,  but  later  on  he 
became  fearful  of  the  shells.  Much  irritated  by  this  failure,  he  made 
strong  efforts  to  control  his  emotion,  and  did  succeed  in  hiding  it  from 
his  brother  officers  and  from  his  men.  The  brigadier,  however,  con- 
tinued to  bother  him  in  every  possible  way,  so  the  patient  thought. 
He  was  continually  pestered  for  reports,  so  that  he  had  to  spend  much 
time  in  purely  clerical  work.  He  began  to  dream  of  this.  Night 
after  night  he  would  be  making  endless  inventories  which  he  never 
was  able  to  finish,  so  that  he  would  wake  in  the  morning  more  tired  than 
when  he  had  gone  to  sleep.  Finally  the  patient  and  his  brigadier  came 
to  an  open  quarrel  about  a  case  of  court  martial  when  the  patient  accused 
his  superior  of  attempting  to  coerce  the  court  illegally.  The  brigadier 
over-ruled  him,  but  was  possibly  in  the  wrong  as  he  made  no  com- 
plaint of  the  patient's  actions  to  headquarters.  As  the  patient  had 
begun  to  have  occasional  terrifying  dreams  of  fighting  at  night,  he 
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felt  that  his  resistance  was  steadily  decreasing.  He  tried  taking- 
broriiides  in  ten  grain  doses  every  night  for  some  weeks,  but  finally 
discontinued  the  use  of  this  drug  because  he  found  it  was  failing  to 
give  any  benefit  at  this  dosage.  He  had  been  on  active  service  for 
many  months,  so  felt  justified  in  applying  for  leave.  This  was  granted 
and  he  came  to  London.  There  he  consulted  a  neurologist  who 
advised  him  to  go  to  a  hospital,  which  he  did  at  once.  He  showed 
some  tremulousness,  but  no  other  obvious  abnormality,  and  his  sub- 
jective symptoms  were  not  so  intense  as  is  often  the  case.  His 
nightmares  occurred  regularly  every  night,  only  for  about  a  week, 
after  which  they  became  fewer  in  number,  and  after  two  weeks  dis- 
appeared entirely.  Sleeplessness,  however,  continued  to  bother  him, 
and  sometimes  he  would  lie  awake  practically  the  whole  night 
rehearsing  in  his  mind  the  past  quarrels  with  the  brigadier,  or  imagi- 
nary defiances. 

After  two  or  three  weeks  stay  in  the  hospital  he  began  to  go  out  for 
occasional  walks  or  rides  in  a  motor,  and  he  was  then  disgusted  to  find 
how  easily  he  was  fatigued  and  how  fearful  he  was  of  the  traffic. 
After  a  month  of  hospital  residence  he  went  to  a  convalescent  home  in 
the  country,  from  which  he  wrote  me  a  month  later  to  state  that, 
although  he  had  no  obvious  symptoms,  his  convalescence  was  pro- 
ceeding much  more  slowly  than  he  had  expected.  He  found  himself 
still  nervous  with  any  sudden  noise,  terribly  giddy  if  he  were  in  a 
high  place,  and  much  upset  by  thunder-storms.  In  addition,  he  could 
not  entirely  shake  himself  of  the  obsession  concerning  the  brigadier. 
Unfortunately  there  was  no  opportunity  for  any  psychological  analysis 
of  this  antagonism  to  his  superior,  but  judging  from  the  experience  of 
others  with  such  cases,  it  seems  probable  that  it  would  have  been  a 
comparatively  simple  matter  to  give  this  patient  insight  into  and 
control  over  his  trouble. 

It  is  probably  safe  to  say  in  this  case  that  the  main  factor 
in  this  patient's  breakdown  was  his  constitutional  inability 
to  act  subserviently  and  take  orders  from  one  whom  he  did 
not  respect.  This  spirit  is,  of  course,  an  asset  in  times  of 
peace.  In  military  life,  however,  it  is  a  distinct  dis- 
advantage. 

Case  XI.  The  history  of  this  patient  presents  a  somewhat  similar 
situation  to  that  just  described.  He  was  commissioned  in  the  regular 
army  in  1906,  became  an  officer  in  the  artillery,  and  enjoyed  the  army 
life.  When  the  war  broke  out  he  was  home  on  sick  leave  from  India 
and  joined  the  expeditionary  force  in  France  in  November,  1914.  His 
make-up  showed  that  he  had  not  been  a  completely  normal  individual. 
As  a  child  he  had  many  nightmares  of  falling  and  was  also  afraid  of 
the  dark.  This  latter  fe?r  never  entirely  left  him,  for  he  stated  to  me 
that  he  thought  he  probably  would  still  be  afraid  to  remain  alone  in  a 
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dark  house.  He  showed  no  other  obviously  ueurotic  tendencies,  but 
admitted  himself  to  be  given  to  worry,  and  to  being  over-conscientious. 
He  confessed  to  a  distinct  vein  of  pessimism.  He  had,  too,  a  strong 
tendency  to  be  unusually  resentful  when  deceived  or  ill-treated.  As 
an  example,  he  spoke  of  once  being  decoyed  into  buying  some  trash 
at  an  auction  sale.  After  discovering  the  worthlessness  of  the  things 
he  thought  and  dreamed  about  the  deceit  that  had  been  practiced  on 
him  for  some  months.  He  felt  very  resentful  at  the  auctioneer  and 
indulged  in  phantasies  of  revenge.  Both  his  father  and  grandfather 
had  been  soldiers  of  some  eminence,  and  the  ideals  of  military  service 
took  a  large  place  in  his  life.  After  being  commissioned  he  had  fre- 
quent dreams  of  being  in  the  army  without  having  passed  the  necessary 
examinations.  In  these  dreams  he  felt  that  these  examinations  were 
still  to  come,  and  that  he  was  going  to  fail.  On  waking,  this  feeling 
would  persist  for  some  time,  with  considerable  depression. 

On  going  to  France  he  fought  continuously  for  many  months  and 
enjoyed  it.  When  first  shelled  he  wanted  to  leave,  but  had  no  other 
abnormal  reactions.  Occasionally  he  would  feel  a  little  timorous 
when  going  into  the  front  line  trenches  for  observation  of  the  effect  of 
his  battery's  work.  This  feeling  was  always  quite  brief,  however, 
and  never  incapacitated  him.  After  eight  months  of  fighting  he  was 
one  day  very  heavily  shelled,  after  which  he  was  "jumpy"  and  for 
some  weeks  every  sound  he  heard  meant  a  shell.  He  recovered  from 
this  spontaneously,  however. 

From  May  to  November,  1916,  he  acted  as  liaison  artillery  officer 
with  the  flying  corps.  He  enjoyed  this  work  extremely  and  felt  so 
full  of  life  that,  although  it  was  not  at  all  a  part  of  his  duties,  he  used 
to  go  on  bombing  raids  for  the  fun  of  it.  He  did  not  enjoy  being  shot 
at  by  the  anti-aircraft  guns,  but  was  never  sufficiently  frightened  to 
develop  any  symptoms  whatever.  After  five  months  of  this  work, 
he  felt  that  he  was  not  doing  all  that  he  might,  and  so  applied  for  a 
position  in  the  artillery  again.  He  was  sent  home  to  raise  and  train  a 
new  siege  battery.  His  troubles  then  began.  None  of  his  officers  or 
men  had  ever  been  in  France,  so  that  he  had  to  instruct  all  of  them 
in  many  essentials.  An  additional  difficulty  was  that  he  was  forced 
by  regulations  to  teach  methods  which  he  had  not  seen  in  use  at  the 
front,  and  which  he  thought  the  men  would  only  have  to  forget  again. 
At  the  end  of  this  period  he  spent  two  weeks  giving  the  battery 
practice — firing  which  he  thought  ought  to  have  been  extended  to 
six  months.  He  worried  morbidly  about  the  insufficiency  of  training 
which  his  men  were  getting,  and  felt  that  he  was  up  against  a  system 
more  powerful  than  himself.  To  add  to  his  difficulties  he  had 
innumerable  administrative  duties  to  attend  to  that  he  found  very 
irksome. 

A  week  before  going  to  France  he  had  a  bad  throat.  His  physician 
kept  him  in  bed  for  two  days,  and  said  that  his  rest  ought  to  be  con- 
tinued for  a  month  as  he  was  worn  out  and  his  heart  was  irregular  in 
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action.  He  left  his  bed,  however,  to  go  over  to  France,  feeling  quite 
played  out.  He  spent  ten  days  tuning  up  his  tractors,  etc.,  and  then 
to  his  intense  disappointment  his  guns  were  taken  from  him,  as  they 
were  urgently  needed  for  another  sector  of  the  line  than  that  to  which 
he  had  been  ordered.  He  and  his  men  were  sent  to  build  gun  posi- 
tions for  another  offensive  that  was  to  take  place  months  later. 
Difficulties  began  once  again.  He  had  not,  or  felt  that  he  had  not, 
enough  men,  material  or  transport  facilities.  Finally,  the  general 
over-ruled  his  judgment  as  to  where  the  emplacements  should  go. 
The  patient  felt  that  a  terrible  mistake  was  being  made,  and  it  became 
an  obsession  to  him.  On  going  to  sleep  at  night  it  was  in  his  mind, 
and  although  he  did  not  dream  of  it,  he  never  slept  more  than  four 
hours  and  found  himself  thinking  at  once  of  the  same  subject  when 
he  awoke.  While  continuing  in  his  work,  he  saw  a  neighboring 
battery  knocked  out  with  German  shells,  and  began  to  live  over  in 
prospect  the  experiences  the  batteries  he  was  building  would  have  in 
the  future. 

Next,  the  Germans  began  to  shell  all  the  roads  back  of  the  British 
lines,  indiscriminately,  which  drove  his  men  into  a  panic.  He 
managed  to  put  some  confidence  in  them  again,  but  only  with  great 
difficulty,  and  he  himself  was  beginning  to  wish  urgently  that  a  shell 
might  hit  him,  so  that  he  might  get  a  wound  which  would  remove 
him  from  duty.  It  is  interesting  that  he  did  not  wish  for  death — the 
only  officer  I  examined  who  did  not  look  for  this  form  of  release.  It 
was  probably  because  he  felt  so  outraged  with  the  "system  "  that  he 
harbored  the  less  honorable  wish.  On  the  other  hand,  when  his 
doctor  recommended  a  ten  days  rest,  the  patient  refused,  being  stub- 
bornly determined  to  stick  it  out.  He  was  given  thirty  grains  of 
bromide  a  day  which  improved  his  condition,  but  only  for  a  few  days. 
He  had  been  working  under  these  difficulties  for  six  weeks  when  he 
was  given  orders  that  he  considered  impossible  of  completion  in  the 
time  allowed.  This  made  matters  even  worse  and  he  got  so  that  he 
could  not  eat,  nor  concentrate  his  mind  sufficiently  even  for  the 
purpose  of  reading  orders.  He  was  also  trembling  most  of  the  time, 
and  starting  nervously  whenever  shells  came,  although  he  felt  no 
fear  of  them,  in  fact  they  had  a  definite,  conscious  attraction  for  him. 
Finally,  he  saw  several  men  injured  and  one  killed  working  on  a  gun 
emplacement  the  location  of  which  he  had  protested  against.  The 
following  day  he  was  ordered  to  undo  all  his  work  and  remove  the 
emplacement  to  another  spot  This  was  more  than  he  could  bear,  so 
he  went  to  the  doctor  again  and  demanded  relief  from  all  responsibil- 
ity. He  was  sent  to  a  hospital,  and  had  been  in  one  hospital  or 
another  for  six  weeks  wlrn  I  saw  him. 

He  experienced  great  relief  in  leaving  the  line,  but  still  had  other 
difficulties  indicative  of  fatigue.  He  was  "jumpy  "  and  felt  that  he 
was  gripping  hard  on  things  in  order  to  keep  control  of  himself.  He 
spoke  in  a  fixed  tone  and  felt  he  was  mentally  incompetent.  Paralde- 
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hyde  gave  him  sleep  for  one  night,  but  left  him  heavy  for  several  days 
following.  When  the  sleeplessness  passed,  it  left  him  feeling  well.  He 
was  in  bed  for  ten  days  altogether.  Then  he  dreamed  several  nights 
in  succession  of  working  on  his  gun  emplacements.  This  upset  him 
once  more,  but  only  temporarily.  His  sleep  finally  became  quite 
normal,  but  he  continued  to  suffer  with  headaches  and  difficulty  in 
concentration.  His  greatest  difficulty  when  I  saw  him  was  depression 
with  a  feeling  of  failure.  He  feared  that  having  broken  down  in  a 
crisis,  his  future  career  as  a  soldier  would  be  prejudiced.  He  con- 
tinued to  harbor  resentment  against  the  superiors  from  whom  he  had 
suffered,  but  spontaneously  developed  more  and  more  insight  into 
the  fact  that  his  own  reaction  had  not  been  perfectly  normal. 

This  case  presents  some  interesting  points  for  specula- 
tion. The  origin  of  his  fatigue  is  plain  enough,  but  we 
have  to  account  for  so  marked  a  degree  of  fatigue  not 
culminating  in  an  anxiety  condition.  Two  possibilities 
must  be  considered.  In  the  first  place,  he  never  desired 
death  as  a  release  from  his  situation,  which  seems  to  be  a 
pretty  constant  forerunner  of  the  anxiety  state.  Secondly, 
his  mental  conflict  remained  quite  conscious  throughout. 
It  is  possible  that  there  was  in  his  case  less  necessity  for  the 
development  of  neurotic  symptoms  in  that  he  had  an  open, 
conscious  antagonism  to  the  military  situation  in  which 
he  was  placed. 

Concussion :  The  role  of  concussion  in  the  production  of 
anxiety  states  has  been  emphasized  by  the  more  organically 
minded  neurologists  with  probably  too  great  an  emphasis. 
On  the  other  hand,  those  who  have  been  working  psycho- 
logically seem  inclined  to  underestimate  its  importance, 
and,  so  far  as  I  know,  neither  school  has  attempted  to 
make  any  discrimination,  in  their  reported  cases,  between 
the  symptoms  which  could  be  directly  accounted  for  on  this 
physical  basis,  and  those  which  were  more  probably  purely 
psychological  in  origin.  In  less  than  a  fourth  of  the  cases 
I  have  seen  could  concussion  be  determined  as  a  prepon- 
derating factor.  Two-thirds  had  no  suggestion  whatever  of 
concussion  in  their  history.  That  it  is  rarely,  if  ever,  the 
sole  factor  is  suggested  by  the  phenomena  not  infrequently 
reported,  that  many  men  are  often  equally  affected  by  the 
same  explosion,  while  only  some  of  them  develop  symptoms. 


296 


It  has  also  been  stated  that  cases  have  occurred  where  a 
shell  has  dropped  among  a  group  of  men  who  were  resting. 
One  who  was  awake  developed  "shell  shock."  Those 
who  were  asleep  showed  no  bad  effects.  Perhaps  the  most 
convincing  argument  of  all  is  that  the  same  man  may  be 
repeatedly  exposed  to  definite  concussion  at  times  when 
his  general  condition  is  perfect,  and  develop  only  the 
most  temporary  symptoms,  whereas  later  in  his  career  as  a 
soldier  when  fatigue  or  beginning  neurotic  symptoms  are 
present,  a  less  violent  concussion  may  precipitate  a  severe 
neurosis. 

By  examining  cases  with  definite  history  of  severe  con- 
cussion one  can  discover  the  symptoms  which  are  the  direct 
outcome  of  the  physical  injury.    These  are  as  follows  : 

There  is  first  unconsciousness  that  may  last  for  hours,  even 
days.  Lumbar  puncture  at  this  time  may,  according  to  the 
reports,  show  blood  in  the  cerebro-spinal  fluid.  That  there 
are  minute  hemorrhages  throughout  the  brain  has  been 
determined  definitely  in  some  cases  which  have  been  killed 
instantly  by  concussion,  and  is  also  suggested  by  the  fact 
that  retinal  hemorrhages  may  frequently  be  observed  oph- 
thalmoscopically.  When  consciousness  is  recovered  it  does 
not  remain  immediately  and  permanently  clear,  as  the 
patient  is  apt  to  go  through  a  period  of  hours  or  days  in 
which  he  is  constantly  drifting  off  into  unconsciousness  or 
sleep.  Sometimes  consciousness  may  be  retained  for  a 
longer  period,  when  the  patient's  attention  is  continuously 
stimulated.  Retention  of  urine  or  incontinence  of  both 
urine  and  faeces  is  common  in  these  stages.  Many  of  the 
patients,  on  becoming  clear,  are  aphasic.  A  period  of 
delirium  then  is  apt  to  ensue,  during  which  the  patient 
imagines  himself  to  be  fighting  again.  This  delirium  is 
distinctly  of  the  occupational  type,  and  so  far  as  I  could 
learn,  is  not  accompanied  by  fear  unless  neurotic  symptoms 
had  been  present  before  the  concussion,  or  the  patient  has 
an  extremely  abnormal  make-up.  The  patient  may  gain 
insight  into  the  unreality  of  his  hallucinations  if  his  atten- 
tion is  forcibly  directed  to  his  environment.  In  fact,  the 
delirium  is  apt  to  disappear  slowly  as  the  patient  gets 
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to  do  this  more  and  more  for  himself.  He  is  then  in  a 
condition  of  great  fatigue  and  extremely  poor  mental 
tension,  the  last  being  demonstrated  by  a  difficulty  in 
collecting  his  thoughts,  defective  orientation,  poor  mem- 
ory for  the  remote  past,  and  practically  no  memory  at  all 
for  the  immediate  past.  Generally  there  is  retroactive  am- 
nesia for  the  concussion  itself,  and  for  a  varying  lapse  of 
time  prior  to  the  accident.  All  mental  operations  are  per- 
formed with  great  difficulty,  and  as  a  rule  inaccurately, 
which  can  easily  be  tested  by  demanding  some  simple  cal- 
culations. The  voice  is  peculiar,  being  very  often  pitched 
somewhat  higher  than  is  usual  for  the  patient,  monotonous, 
and  frequently  slow,  words  being  separated  by  a  pause  of 
one  or  two  seconds.  The  patient  begins  with  greater  or 
less  speed,  according  to  the  severity  of  his  injury,  to  recover 
his  memory  of  the  remote  past,  and  also,  strangely  enough, 
is  frequently  able  to  reconstruct  a  good  deal  of  the  period 
which  immediately  preceded  his  injury,  particularly  if 
some  hints  are  given  him.  In  the  milder  cases  the  patient 
feels  as  well  as  he  ever  did,  after  a  few  weeks  rest. 

In  the  more  severe  cases,  some  symptoms  are  apt  to  per- 
sist. For  a  long  time  the  patient  has  poor  mental  tension, 
and  this  is  so  frequently  associated  with  carelessness  and 
with  the  brief  appearance  of  fanciful  ideas,  that  a  suspicion 
of  paresis  is  often  aroused.  Occasionally  the  patient  may 
retain  delusions  for  months  that  originated  in  his  initial 
delirium. 

The  importance  of  knowing  these  symptoms  lies  in  the 
fact  that  their  presence  in  the  clinical  history  (particularly 
the  dipping  of  consciousness  and  poor  mental  tension)  are 
tell-tale  signs  of  genuine  concussion.  They  are  singularly 
absent  in  the  cases  where  mere  burial,  or  some  other  such 
precipitating  cause,  has  suddenly  produced  symptoms.  In 
those  individuals  where  definite  fatigue  or  neurotic  symp- 
toms are  already  present,  even  in  slight  degree,  the  occur- 
rence of  concussion  may  cause  a  very  sudden  accentuation 
in  the  anxiety  picture.  The  following  two  cases  illustrate 
the  effects  of  concussion  on  individuals  previously  normal 
in  their  make-up  and  in  good  health  when  the  accident 
occurred: 
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Case  XII.  The  patient  is  a  Canadian  from  Toronto,  aged  20.  His 
personal  history  shows  an  extremely  normal  make-up.  In  1915  he 
lost  the  phalanges  and  metatarsals  of  his  left  foot  in  a  railway  acci- 
dent. This  injury  prevented  his  acceptance  by  the  Canadian  military 
authorities  for  a  long  time,  but  finally  he  was  commissioned  in  the 
English  Royal  Flying  Corps.  He  spent  nine  months  in  England  in 
training,  which  he  enjoyed  greatly,  and  at  the  end  of  that  time  he 
was  considered  sufficiently  competent  to  be  sent  to  France.  He  made 
several  successful  flights  over  the  lines,  but  after  only  two  weeks  of 
service  he  was  shot  down  and  crashed  to  the  ground  within  his  own 
lines.  He  was  removed  at  once  to  a  British  general  hospital,  where 
twenty- four  hours  later  he  was  noted  as  being  still  unconscious,  with 
black  eyes  and  bruises  on  his  body,  but  no  neurological  signs.  Four 
days  later  he  had  apparently  recovered  consciousness,  and  had  complete 
control  of  his  sphincters.  A  week  later,  it  is  stated  that  his  memory 
was  much  aided  by  questions,  but  that  he  was  still  hazy  about  recent 
events.  He  could  recognize  that  he  was  in  the  hospital,  but  was  not 
sure  which  one  it  was.  A  week  after  this  again,  he  arrived  in  a  Lon- 
don hospital.*  Here  he  refused  to  stay  in  bed  and  was  found,  by  his 
physician,  lying  half  covered,  with  bright  eyes,  and  speaking  in  a 
very  loud  voice.  Several  questions  were  addressed  to  him,  during 
which  time  he  made  no  response,  merely  staring  at  his  examiner  as  he 
moved  around  the  bed.  Finally,  the  patient  shouted:  "  I  want  to  get 
up."  He  was  told  he  could  not  do  so  immediately,  and  then  when 
questioned  as  to  his  orientation,  he  said  that  he  was  in  Rosedale  (a  sub- 
urb of  Toronto).  Asked  where  Rosedale  was,  he  insisted  it  was  a 
part  of  London,  that  it  was  not  far,  that  he  wanted  a  taxicab  to  get 
there.  When  his  physician  told  him  that  he  would  have  to  cross  the 
ocean  in  order  to  get  to  Rosedale,  he  stared,  but  seemed  content.  His 
physician  discovered  a  wound  on  his  right  hip  (it  looked  like  a 
superficial  machine-gun  wound) .  He  asked  the  patient  about  it,  who 
said  he  didn  't  know,  but  thought  it  must  be  the  mark  of  a  hospital  he 
had  been  in  in  France.  He  expected  the  physician  to  know  what  it 
was,  that  it  was  a  secret  mark  meaning  that  he  could  return  to  the 
line  and  fight  whc  never  he  wanted  to.  He  also  explained  it  as  a  mark 
indicating  that  he  could  use  the  lavatory  whenever  he  wanted  to. 

He  gave  no  answers  to  several  questions  as  to  personal  data,  and 
then  suddenly  exclaimed:  ' '  I  want  to  go  to  Rosedale, ' '  but  was  easily 
quieted.  When  asked  if  he  dreamed,  he  looked  up  with  a  cunning 
expression,  and  then  said:  "I  down  the  Boche,"-"I  am  a  live 
wire,"  -  "he  never  lives,"  -  "I  kill  him."  He  was  asked  "Every 
time  ? "  to  which  he  replied:  ' '  I  kill  every  time. ' '  During  the  utter- 
ance of  these  few  phrases  he  became  very  excited. 

The  next  day  he  was  tractable,  but  anxious  to  leave  and  still  asking 
about  Rosedale.  He  wanted  to  leave  at  once.  When  asked  where  he 
was,  he  laughed,  and  said  the  nurse  told  him  he  was  a  long  way  from 

*  I  am  indebted  to  Captain  Maurice  Nicol,  R.  A.  M.  C,  for  the  use  of  his  notes 
on  the  observations  made  in  this  hospital. 
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Rosedale,  and  when  questioned  as  to  his  belief  in  this,  said:  "I 
guess  I  have  to  go  in  a  train  and  in  a  ship,"  but  seemed  uncertain. 
Further  conversation  showed  that  he  had  assimilated  considerable 
information  gained  from  the  nurses,  and  that  he  was  much  more  thor- 
oughly in  touch  with  his  environment.  I  saw  him  for  a  few  minutes 
and  told  him  I  would  see  him  again  the  following  day  in  another  hos- 
pital to  which  he  was  to  be  transferred.  The  next  morning  I  found 
him  oriented  for  time  and  able  to  recognize  me  with  difficulty.  He 
was  much  confused  about  the  names  of  the  hospitals,  and  his  recent 
movements.  None  of  the  necessary  data  seemed  ever  to  be  absent  from 
his  mind,  but  to  be  present  in  rather  a  jumble.  He  showed  a  definite 
mental  tension  defect.  He  was  not  aware  of  being  slowed  in  his  men- 
tal processes,  but  admitted  difficulty  in  recalling  some  data.  In  sub- 
tracting seven  from  one  hundred  serially,  he  did  it  very  slowly,  and 
made  several  bad  mistakes,  which  he  did  not  recognize.  In  giving  an 
account  of  the  remote  past,  he  had  difficulty  in  getting  his  facts 
straight,  particularly  in  their  right  relations  to  one  another.  There 
were  a  number  of  discrepancies  into  which  he  had  only  partial  insight. 
His  carelessness  concerning  his  intellectual  defect  was  very  striking, 
reminding  one  of  the  similar  reaction  in  a  paretic.  He  could  recall 
no  dreams  at  all,  but  remembered  his  life  in  France  well  enough  to  be 
sure  that  he  had  no  nervous  symptoms.  He  could  give  no  account  of 
any  hypnagogic  hallucinations.  Although  he  was  well  enough  ori- 
ented concerning  his  situation  in  England,  the  idea  of  getting  to 
Canada  was  still  in  his  mind,  but  he  remarked  a  number  of  times  that 
he  must  speak  to  the  head  of  the  hospital  about  it.  Physically  he  ad- 
mitted some  fatigability,  and  complained  of  his  eyesight,  that  things 
got  foggy  if  he  looked  at  them  long.  Nystagmus  was  present  on  look- 
ing to  the  extreme  left.  His  optic  disks  showed  haziness  and  redness 
with  the  margins  obscured.  The  remains  of  one  hemorrhage  were 
seen. 

Two  weeks  later  he  complained  of  waking  early  in  the  morning, 
but  not  of  any  other  difficulties  in  sleeping.  He  said  his  memory  was 
much  better.  He  could  remember  my  name  and  the  name  of  the  hos- 
pital where  he  had  first  seen  me,  and  external  events  that  had  occurred 
on  the  day  of  my  previous  visit.  He  also  said  that  memory  of  his  last 
day  of  fighting  was  coming  back.  He  could  recall  being  chased  by  a 
German  aeroplane,  and  thinking  that  his  observer  had  shot  the  Ger- 
man down.  He  could  also  recall  going  through  various  manoeu- 
vres in  order  to  escape  the  German,  and  said  that  he  suspected  his 
aeroplane  had  been  hit  by  an  anti-aircraft  gun. 

He  was  still  worried  about  going  to  Canada,  this  obsession  now  hav- 
ing taken  the  form  of  fearing  that  a  medical  board  would  send  him 
directly  back  to  France,  that  the  board  would  not  realize  that  he  was 
incompetent  to  fly  again,  whereas  he  knew  that  he  could  not,  because 
he  had  difficulty  in  telling  "up"  from  "down,"  and  was  subject  to 
some  dizziness.    He  also  felt  that  there  was  something  the  matter  with 
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his  vision  as  things  did  not  look  perfectly  clear  to  him.  When  tested, 
however,  he  seemed  to  have  no  defect-  The  nystagmus  on  looking  to 
the  left  was  still  present  and  his  left  pupil  was  slightly  larger  than 
the  right. 

As  the  foregoing  account  shows,  the  patient  developed  no 
neurotic  symptoms  whatever,  following  this  concussion,  his 
difficulties  being  strictly  of  the  organic  type.  There  was 
first  great  confusion  and  disorientation,  with  some  delirium- 
like ideas;  following  this,  considerable  recovery,  as  evi- 
denced by  grosser  intellectual  tests,  but  a  persisting  defect 
for  grasping  more  subtle  situations. 

The  next  case  gives  an  illustration  of  a  less  severe  con- 
cussion, also  without  any  neurotic  reaction.  The  dreams 
he  developed  are  of  particular  interest  inasmuch  as  their 
content  and  the  accompanying  affect  was  distinctly  different 
from  that  of  the  anxiety  state: 

Case  XIII.  The  patient  is  a  major  in  the  artillery,  aged  39.  He 
fought  during  the  South  African  war  and  had  been  in  the  regular  army 
all  his  adult  life,  There  was  no  trace  of  abnormality  to  be  discovered 
in  his  make-up,  in  fact,  he  had  an  extremely  open,  pleasant  personal- 
ity. He  fought  until  the  end  of  May,  1917,  without  ever  developing 
real  symptoms.  He  was  wounded  three  times,  though  none  of  the 
wounds  were  serious.  Once  after  being  wounded  he  had  a  few  night- 
mares, but  could  not  recall  the  content  of  them. 

At  the  beginning  of  March  he  was  sent  with  his  battery  to  the  Mes- 
sines  region  and  was  extremely  busy  preparing  for  and  assisting  in  the 
final  bombardment.  On  June  3,  after  having  worked  very  hard,  he 
was  tired  and  lay  down  in  his  dugout  to  rest.  Although  feeling  weary, 
he  had  developed  no  symptoms  indicative  of  real  fatigue  and  had  had 
no  bad  dreams  or  "  jumpiness. "  He  remembers  that  the  battery  was 
being  bombarded  and  that  he  heard  two  5.9  shells  land  near  the  bat- 
tery. The  last  he  remembers  was  reading  some  dispatches  and  turning 
them  over  to  his  captain.  His  next  memory  was  of  awakening  in  a  cas- 
ualty clearing  station.  A  shell  had  come  and  pierced  the  roof  of  his 
dugout,  had  killed  three  and  wounded  nine,  and  broken  up  the  bed  on 
which  he  was  lying.  Some  iron  from  the  bedstead  hit  him  in  the  ab- 
domen. The  shell  fire  was  so  heavy  that  those  in  the  dugout  could 
not  be  rescued  for  some  time.  Then  the  patient  was  dragged  out  into 
a  field.  He  was  partly  conscious,  but  fainted  in  the  field.  When  he 
recovered  from  this  he  insisted  on  going  to  the  battery  and  taking 
charge  of  it.  His  junior  officers  saw  that  he  was  quite  dazed  and  hope- 
lessly incompetent,  but  were  unable  to  get  him  to  leave  his  post  until 
they  told  him  that  the  brigadier  had  ordered  him  to  headquarters. 
He  went  to  headquarters  and  there  became  confused  again,  so  that  he 
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was  removed  to  the  casualty  clearing  station.  His  memories  began 
three  or  four  days  after  the  concussion.  The  first  memory  was  of  this 
hospital  being  under  shell  fire,  which  did  not  frighten  him.  For 
about  a  week  he  had  intense  pain  in  his  abdomen,  particularly  on  mic- 
turition, but  that  soon  left  him  entirely.  His  head  ached  and  he  had 
a  big  bruise  on  the  occiput,  and  he  suffered  from  intense  photophobia 
and  poor  vision.  There  was  considerable  difficulty  in  talking  as  he 
found  it  hard  to  get  the  right  words.  After  a  week  in  this  hospital  he 
was  transferred  to  London.  There  he  was  slightly  confused  and  dis- 
oriented and  troubled  by  his  dreams  which  recurred  every  night  and 
disturbed  his  sleep.  I  saw  him  a  couple  of  days  after  this  when  his 
confusion  had  cleared  up,  objectively  at  least  He  spoke  in  a  monot- 
onous slow  voice  with  pauses  between  the  phrases  as  if  it  were  an 
effort  to  talk,  and  it  seemed  as  if  he  had  occasional  difficulty  in  find- 
ing the  right  word.  The  pitch  of  his  voice  was  unnaturally  high  and 
had  a  distinct  monotony  that  was  in  marked  contrast  to  his  emotional 
normality.  In  spite  of  the  distress  he  was  in,  he  talked  fully  and 
pleasantly  about  his  experiences.  His  chief  complaints  were  of  pain 
in  the  head,  weakness  and  "shakiness. "  This  last  was  not  objec- 
tively visible,  but  probably  was  his  term  to  describe  his  fatigue.  He 
was  unable  to  give  any  clear  account  of  events  prior  to  his  coming  to 
London,  although  he  could  remember  having  been  in  Boulogne  for, 
perhaps,  two  days.  He  had  become  clear  as  to  his  immediate  environ- 
ment, but  found  difficulty  in  concentrating  his  mind  on  any  topic. 
He  said  he  had  had  visions  of  the  Messines  Ridge  on  going  to  sleep, 
and  he  was  not  quite  sure  whether  he  dreamed  that  he  was  there,  or 
that  he  felt  that  he  was  there  before  actually  going  to  sleep.  There 
was  absolutely  no  anxiety  in  these  dreams,  nor  in  the  daytime,  and  no 
"nervousness"  at  any  time.  There  were  no  neurological  signs,  but 
his  eyes  could  not  be  examined  on  account  of  the  intense  photophobia 
from  which  he  suffered. 

He  told  of  a  recurrent  dream  which  he  had  had  for  a  good  many 
nights,  although  it  had  not  been  present  for  the  last  two  nights.  The 
dream  was  as  follows:  His  guns  were  being  fired  by  creatures  having 
the  bodies  of  frogs  and  the  heads  of  Bairnsfather's  caricatures. 
(These  are  cartoons  which  are  extremely  popular  both  in  England 
and  at  the  front  )  These  creatures  did  everything  wrong  and  paid 
no  attention  to  his  orders,  and  he  felt  much  annoyed  by  his  inability 
to  set  things  right  In  the  first  dream  they  had  the  guns  pointed 
backward  toward  the  British  lines.  In  later  dreams  they  were  turn- 
ing the  treads  from  left  to  right  instead  of  forward.  Finally  the 
creatures  had  the  guns  pointed  toward  the  enemy,  but  did  not  fire 
them,  simply  stood  there.  The  affect  in  all  these  dreams  was  the 
same,  namely,  the  annoyance  at  the  inability  to  get  his  orders  obeyed. 
It  seemed  that  the  men  either  did  not  hear,  or  paid  no  attention. 
A  superficial  analysis  of  this  dream  was  easily  made,  showing  that 
the  details  were  a  jumble  of  ideas  in  his  mind  while  on  duty  at  Mes- 
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sines.  Near  his  battery  there  was  a  pool  full  of  frogs.  German  shells 
used  to  drop  in  this  pond,  after  which  frogs  and  slime  would  rain  all 
around  them,  which  was  very  annoying.  The  Bairnsfather  pictures 
he  was  very  fond  of,  and  had  the  walls  of  his  dugout  covered  with 
them.  The  men  not  hearing  them  made  him  think  of  the  frogs  again. 
They  used  to  croak  very  frequently.  One  of  the  sergeants  had  the 
name  of  "Brick,"  and  there  was  a  joke  in  the  battery  that  one  of  the 
frogs  had  called  out  "Brick,  Brick,"  and  the  sergeant  had  answered. 
An  hour  before  the  concussion,  this  sergeant,  of  whom  the  patient 
was  fond,  was  wounded  in  the  ear. 

This  is  a  typical  fatigue  dream,  in  which  the  task  of  the  day  is 
presented  as  something  that  is  annoyingly  impossible  to  complete, 
wherein  the  distortions  from  the  actual  situation  are  the  result  of  other 
annoyances  being  included,  tending  to  make  the  confusion  and  the 
impossibility  of  putting  through  the  work  all  the  greater.  After 
these  recurrent  dreams  he  had  an  isolated  one  that  was  again  a  distor- 
tion of  another  difficulty  at  the  front.  For  the  last  three  weeks  while 
on  duty  he  had  had  trouble  in  getting  up  his  amunition  and  rations. 
In  the  dream  he  discovered  one  of  the  nurses  at  the  hospital  in  which 
he  was  in  London,  trying  to  bring  a  box  of  tea  into  his  room.  She 
was  having  a  hard  time  of  it  and  could  not  succeed.  He  wanted  to 
help  her,  but  could  not  get  to  the  door.  He  felt  that  the  nurse  was 
trying  to  bring  him  rations. 

Nine  days  later  I  saw  him  again,  at  which  time  he  felt  very  much 
better.  I  lis  sight  was  still  poor,  particularly  on  the  left,  so  he  said. 
It  was  difficult  to  believe  that  this  was  a  neurotic  difficulty  for  he 
burned  his  fingers  slightly  in  lighting  a  cigarette.  There  was  little 
ataxia  in  his  movements.  Speech  had  become  quicker,  but  was  still 
high  pitched.  It  was  also  possible  to  detect  an  occasional  defect,  as 
when  he  said  "t"  for  "th,  "  and  sometimes  "d"  for  "1."  His  eye- 
grounds  had  been  examined  and  found  normal,  but  his  visual  fields 
had  not  been  tested  on  account  of  the  photophobia.  He  had  received 
a  letter  from  his  captain  giving  the  details  of  his  accident  and  was 
astounded  to  learn  that  at  least  three  days  were  gone  from  his  memory. 

The  attitude  of  this  patient  toward  the  war  and  fighting  was  in 
marked  contrast  to  that  of  the  anxiety  cases  who  are  either  consciously 
aware  of  their  resistance  to  returning  to  the  front,  or  exhibit  this  re- 
sistance in  their  dreams.  The  patient  was  anxious  to  return  to  duty 
because  he  had  been  promised  the  command  of  a  battery  that  was  to 
be  sent  to  Italy.  As  he  had  never  taken  part  in  any  mountain  opera- 
tions, this  prospect  was  most  attractive  to  him.  His  unconscious 
desire  to  take  up  this  work  is  illustrated  in  the  following  dream,  where 
difficulties  are  surmounted  or  made  ridiculous.  This  dream  occurred 
about  a  week  after  the  last  one  quoted,  and  in  the  interval  he  had 
had  none,  or  remembered  none  on  waking.  The  dream  is  as  follows: 
He  was  training  men  for  Italy  at  Aldershot,  and  decided  to  take  his 
men  to  a  hilly  country  as  that  would  be  more  like  Italy.    He  therefore 
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moved  his  battery  to  Devonshire  and  the  men  worked  splendidly,  so 
that  he  was  proud  of  them.  lie  made  them  bivouac  out  the  first 
night,  however,  and  they  all  caught  cold  in  their  left  eyes  (the 
patient's  vision  was  poorer  in  the  left  eye).  He  despised  the  men  for 
their  softness,  but  then  realized  that  it  was  partly  his  fault  and  felt  a 
little  ashamed.  Then  the  thought  suddenly  came  to  him  that  they 
would  no  longer  need  to  close  their  left  eyes  when  they  sighted  the 
guns,  and  he  laughed  aloud  at  the  thought  of  it.  He  awoke  laughing. 
That  the  patient  in  this  dream  disposed  of  the  only  symptom  he  was 
aware  of  which  could  prevent  the  assumption  of  his  new  duties,  is  too 
obvious  to  require  further  comment. 

The  following  case  illustrates  another  concussion  in  a  nor- 
mal individual  in  whom  there  had  been  a  short  period  of 
fatigue  prior  to  the  accident,  and  possibly  related  to  that,  a 
brief  development  of  anxiety  symptoms  after  the  accident. 

Case  XIV.  The  patient  is  a  ruggedly  built  officer  about  30,  who 
took  out  his  commission  at  the  beginning  of  1916  and  went  to  France 
at  the  first  of  1917.  Nothing  indicating  any  abnormality  could  be 
discovered  in  his  mental  make-up  during  a  brief  examination.  In 
his  first  exposure  to  shell  fire  he  was  frightened,  but  soon  acquired' 
the  ability  of  gauging  the  direction  of  the  shells,  after  which  he  had 
no  fear  whatever.  The  sight  of  bloodshed  gave  him  no  disabling 
symptoms,  but  he  knew  very  well  what  they  were,  as  he  said  he  had 
seen  many  cases  who  had  been  incapacitated  by  horror.  He  fought 
for  several  months  without  any  particular  incident,  and  enjoyed  the 
life.  In  May  he  was,  with  others,  holding  a  salient  for  three  days 
under  terrible  fire.  The  trenches  had  just  been  taken,  both  flanks 
were  exposed  and  the  enemy  was  making  every  effort  to  wipe  out 
this  advance  line.  They  had  not  had  time  to  make  any  dugouts 
and  so  there  was  practically  no  protection  from  shells.  On  the  third 
day  only  six  out  of- twenty  officers  were  left.  About  11  in  the  morn- 
ing the  patient  was  buried  and  unconscious  for  a  short  time. 

On  recovering  consciousness  he  felt  shaky  and  was  "jumpy,"  but 
carried  on  because  there  were  so  few  officers  left.  His  mind  was  hazy 
and  he  wondered  in  a  dazed  sort  of  a  way  how  long  he  would  be  able 
to  keep  going,  but  was  determined  not  to  give  up.  He  lost  his  abil- 
ity to  gauge  the  direction  of  the  shells,  and  all  the  afternoon  felt  that 
the  Germans  were  aiming  directly  at  him.  This  is  of  course  a  def- 
inite symptom  of  the  anxiety  state,  but  not  one  from  which  recovery 
could  not  have  been  made  if  he  had  been  relieved  from  duty  before 
being  exposed  to  further  strain  or  accident. 

About  6  o'clock  that  evening  he  was  buried  again  and  awoke  six  or 
seven  hours  later  in  a  casualty  clearing  station,  with  a  terrible  head- 
ache, and  incoherent  For  the  next  two  or  three  weeks  he  was  con- 
scious and  unconscious  off  and  on,  and  could  talk  very  little  as  the 
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words  seemed  to  stick  in  his  throat.  His  head  ached,  and  he  felt  con- 
fused and  was  dizzy  whenever  he  sat  up  in  bed.  From  the  fourth  to 
the  twelfth  day  he  had  a  fever  that  went  as  high  as  103°  and  1043. 
When  this  left  him,  his  recovery  began  and  went  steadily  forward. 
When  I  saw  him  some  six  weeks  after  the  concussion,  he  was  able  to 
sit  up  and  talk  a  little.  His  speech  was  slow,  in  isolated  phrases,  and 
suggested  a  word-finding  difficulty,  with  occasional  wrong  use  of 
words,  such  as  when  he  said  to  me  as  I  took  my  leave:  "Much 
obliged  to  meet  you, ' '  a  mistake  of  which  he  did  not  seem  to  be  aware. 
Headaches  were  still  present,  coming  on  as  a  rule  about  8  at  night 
and  keeping  him  awake  half  the  night  so  that  in  the  morning  he  would 
feel  very  dull.  Some  nights,  however,  he  had  no  headache  at  all. 
Noises  were  very  unpleasant  to  him  and  he  started  at  every  sudden 
sound,  but  without  any  trace  of  fear.  He  confessed  that  his  memory 
was  still  treacherous,  and  was  hazy,  particularly  for  the  period  of  time 
he  had  spent  in  the  hospital  in  France,  and  he  still  had  some  diffi- 
culty in  concentration.  He  said  that  at  first  he  had  slept  very  little, 
and  that  when  he  did  sleep  his  rest  was  disturbed  by  nightmares  of 
being  under  bombardment  in  which  every  shell  was  coming  at  him. 
After  a  month  the  dreams  became  infrequent,  and  when  he  would 
awake  a  realization  of  his  surroundings  always  made  him  perfectly 
comfortable,  and  he  said  that  he  had  never  had  any  fear  whatever 
during  the  day. 

In  this  case  we  have  a  clinical  picture  which  is  almost 
purely  that  of  concussion,  the  only  features  of  an  anxiety 
neurosis  being  the  trouble  a  few  hours  prior  to  the  second 
concussion  when  he  felt  that  the  shells  were  coming  directly 
at  him,  and  nightmares  lasting  for  a  month  or  six  weeks, 
with  similar  content. 

Following  the  concussion,  however,  there  were  no  diurnal 
symptoms  whatever  that  could  not  be  traced  directly  to  the 
concussion.  It  was  interesting  that,  unlike  the  neurotic 
patient,  he  talked  spontaneously  not  at  all  of  himself,  and 
when  personal  questions  were  asked,  replied  to  them  briefly 
and  then  passed  to  some  external  subject. 

The  following  cases  illustrate  the  aggravation  of  anxiety 
symptoms  by  concussion  in  patients  in  whom  the  neurotic 
manifestations  were  already  well  marked: 

Case  XV.  The  patient  is  a  sergeant  of  the  regular  army,  aged  30, 
who  denied  having  any  definite  nervous  trouble  prior  to  the  war.  He 
was  afraid  of  the  dark  as  a  child,  however,  and  had  night  terrors  at 
this  time.  He  has  always  had  a  fear  of  falling,  and  a  slight  feeling 
of  faintness  on  going  down  in  an  elevator  into  the  underground  rail- 
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way,  or  would  begin  to  feel  faint  when  in  an  underground  train  for 
any  length  of  time,  a  symptom  which  he  attributed  to  bad  air.  As  a 
small  boy  he  was  not  particularly  mischievous,  but  became  more  one 
of  the  crowd  after  he  had  been  a  few  years  at  school.  He  was  also 
as  a  boy  very  shy  with  girls,  and  recovered  less  from  that  difficulty 
as  he  grew  older  than  he  did  in  respect  to  his  sociability  with  men. 
He  was  engaged  for  three  years,  and  married  at  21,  and  there  was 
apparently  no  reason  for  this  long  engagement.  He  claimed,  how- 
ever, that  his  married  life  had  been  very  happy.  He  was  eight  years 
in  the  army  before  the  war  began,  and  acted  as  sergeant  practically 
all  the  time,  a  work  which  he  enjoyed  greatly  and  in  which  he  was 
quite  efficient.  He  went  to  France  with  the  first  expeditionary  force 
and  remained  there  for  eleven  months.  For  a  couple  of  days  he  was 
nervous  about  the  shells,  then  got  used  to  them  and  enjoyed  the 
righting  hugely.  He  was  extremely  expert  with  the  bayonet,  having 
previously  been  an  instructor  in  the  use  of  that  weapon,  and  derived 
considerable  satisfaction  from  his  success  with  it.  After  fighting 
nearly  a  year,  he  became  rather  tired  and  depressed  and  didn't  care 
what  happened  particularly,  but  slept  well  and  had  absolutely  no  fear. 
Then  suddenly  he  was  wounded  at  the  base  of  the  spine  and  through 
the  right  lung  with  machine-gun  bullets.  The  former  was  not 
particularly  serious,  but  the  latter  was,  for  he  lost  a  great  deal  of 
blood  and  had  a  haemothorax  for  many  months.  He  was  invalided 
home  to  England  and  was  a  long  time  in  bed.  During  this  period 
he  felt  fatigued  and  had  many  dreams  at  night  of  fighting.  These 
were  not  dreams  associated  with  fear,  but  more  of  the  fatigue  type,  in 
which  he  was  ceaselessly  fighting  without  relief,  and  would  awake  in 
the  morning  tired  from  his  efforts. 

His  convalescence  was  rather  slow.  For  a  long  time  he  had  diffi- 
culty in  talking  on  account  of  his  weakness  and  shortness  of  breath. 
After  being  in  the  hospital  and  on  leave  for  five  months  he  rejoined 
the  army,  although  he  still  felt  far  from  well.  He  was  put  on  light 
duty,  but  this  included  drilling  where  he  had  to  shout  at  his  men, 
and  he  discovered  that  these  efforts  resulted  in  his  spitting  up 
blood.  This  not  only  alarmed  him,  but  made  him  feel  that  he  was 
being  unwisely  and  unfairly  treated  in  being  placed  on  duty  before 
he  had  completely  recovered.  This  attitude  was  considerably  accent- 
uated by  his  being  ordered  a  month  later  to  return  to  France.  He 
was  sent  to  the  Ypres  section  where  his  trenches  were  five  hundred 
yards  from  the  Germans,  so  that  there  was  no  possibility  for  any  hand 
to  hand  fighting.  He  felt  there  was  little  justice  in  the  system 
that  could  send  an  invalid  into  this  terrible  situation,  and  resentment 
was  strong  within  him.  He  settled  down  into  the  routine,  however, 
and  ceased  to  think  so  much  about  this,  although  he  became  speedily 
very  fatigued  and  fearful  of  the  shells.  These  symptoms  increased 
steadily  and  by  the  end  of  three  months  he  had  got  to  the  point  where 
he  had  very  little  sleep  and  wished  fervently  that  some  shell  would 
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take  him  out  of  his  misery.  Then  one  night  he  was  buried  and  was 
under  the  earth  for  three-quarters  of  an  hour.  He  came  to  some 
days  later  with  practically  no  memory  at  all;  in  fact,  all  he  knew  was 
his  own  name.  Consciousness  apparently  was  coming  and  going  for 
some  time,  and  he  was  very  hazy  as  to  his  movements  for  nearly  two 
months.  Although  his  memory  steadily  improved  he  had  difficulty 
in  concentration  for  at  least  six  months.  At  first  he  could  not  speak 
at  all;  then  for  a  month  he  would  whisper,  and  when  he  recovered  his 
voice  he  stammered  for  several  months.  Among  his  first  memories 
were  hallucinations  of  fighting,  with  great  fear,  which  occurred  during 
the  day,  and  of  constant  nightmares,  many  of  them  being  bayoneted  or 
bombarded.  The  fear  in  these  dreams  was  never  of  being  wounded 
but  always  of  being  killed. 

For  many  months  he  got  not  much  more  than  an  hour's  sleep  on 
any  night,  but  after  seven  months  of  hospital  treatment  the  dreams 
became  somewhat  less  frequent  and  his  quota  of  sleep  rose  to  four 
hours  a  night  Headaches  were  most  troublesome,  being  constant 
for  the  first  month  or  so,  and  after  that  a  frequent  result  of  nightmare, 
as  he  would  awake  from  one  of  his  dreams  in  terror,  and  with 
a  frightful  pain  in  his  head  which  might  last  for  hours.  He  talked 
much  in  his  sleep,  and  on  awaking  his  head  often  felt  very  full,  with 
a  swimming,  giddy  sensation.  During  many  months  he  lay  awake  at 
night  for  hours  together,  thinking  of  the  war  and  imagining  that  he 
was  in  action. 

He  also  had  other,  not  so  usual,  symptoms,  such  as  a  feeling  of  nau- 
sea, difficulty  in  beginning  to  pass  urine,  and  extreme  constipation. 
He  was  subject  to  marked  trembling.  His  head  for  many  months 
shook  almost  constantly  and  he  had  also  marked  tremors  of  the  legs. 
After  he  had  been  in  the  hospital  for  two  months,  an  attempt  was  made 
to  get  him  out  of  bed,  but  hi  legs  trembled  so  violently  and  were  so 
weak  that  he  could  not  stand,  and  any  effort  to  make  him  walk  re- 
sulted merely  in  very  exaggerated  movements  of  his  legs.  When  put 
back  in  bed  hi-i  legs  would  shake  so  violently  that  the  bed  trembled. 
When  put  into  a  wheel-chair  his  calf  muscles  were  in  such  constant 
tremor  that  the  whole  chair  shook. 

After  some  months  the  patient  exhibited  few  signs  of  recovery 
under  the  ordinary  treatment  of  rest,  and  it  became  evident  that  there 
was  a  definite  reason  for  this.  He  had  an  unusual  depression.  lie 
felt  not  only  that  he  was  not  going  to  get  well,  but  that  he  did  not 
wish  to  recover.  Visits  from  his  wife  made  no  impression  on  him. 
He  had  no  desire  to  see  any  friends  and  did  not  care  whether  they 
were  alive  or  dead.  In  fact,  this  symptom  was  so  strong  that  when 
he  heard  of  the  death  of  his  son,  aged  4  years,  he  had  difficulty  in 
realizing  it,  and  was  not  greatly  impressed.  For  several  months  he 
did  not  care  about  either  the  success  or  failure  of  the  war,  although 
that  was  the  first  interest  to  return.  It  developed  that  the  basis  of 
this  depression  was  his  feeling  of  resentment  at  the  government  and 
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the  country  that  had  sent  him  back  to  fight  after  he  had  already  done 
his  duty;  he  had  suffered  severely  and  was  still  an  invalid.  He  com- 
plained frequently  of  the  way  in  which  a  "British  subject  is  treated," 
mentioning  his  own  experiences  and  his  having  frequently  seen  men 
shot  for  suspected  cowardice.  He  thought  that  they,  too,  were  not 
treated  as  "British  subjects"  should  be.  He  confessed  to  worrying 
about  these  incidents  constantly,  and  that  these  ideas  were  always  in 
his  mind  when  he  returned  to  France  the  second  time.  The  mech- 
anism of  this  depression  apparently  was  that  with  this  resentment 
contact  with  his  fellows  was  broken.  He  had  no  ambition  to  renew 
it,  and  consequently  was  an  isolated  being  for  whom  no  one  cared. 
It  is  typical  of  the  ready  response  to  treatment  which  the  war  neu- 
roses show  that  a  little  personal  attention  and  explanation  as  to  the 
objects  of  examination,  in  which  he  was  led  to  take  some  interest, 
completely  removed  this  depression,  so  that  he  became  bright,  cheer- 
ful and  anxious  to  get  well.  In  the  next  few  days,  during  which  I 
had  an  opportunity  of  seeing  him,  the  recovery  from  many  of  these 
symptoms  was  remarkable.  For  one  thing,  he  got  so  that  he  could 
walk  fairly  well,  and  he  was  perfectly  confident  that  he  would  soon 
be  entirely  recovered. 

Case  XVI.  The  patient  is  a  man  of  45,  very  happily  married  for 
twenty  years,  who  had  been  an  efficient  plumber  with  his  own  shop 
for  many  years.  His  make-up  seems  to  have  been  unusually  normal. 
At  the  beginning  of  the  war  he  did  not  enlist  because  he  was  respon- 
sible for  the  maintenance  of  his  family.  When  the  first  Zeppelin 
came  over  London,  however,  he  felt  that  he  could  remain  out  of  the 
war  no  longer  and  joined  up,  although  it  involved  closing  his  busi- 
ness. He  adapted  himself  well  to  the  training,  and  then  went  to 
France,  where  he  acted  as  senior  sapper  for  130  days.  He  enjoyed 
this  work  greatly,  as  he  had  a  good  gang  of  men  under  him  and 
was  able  to  do  most  effective  work.  He  felt  sorry  for  the  wounded 
and  the  killed,  but  it  did  not  upset  him.  Three  weeks  before  the  end 
of  his  stay  in  France  his  working  party  was  spotted,  and  most  of  the 
men  were  killed  with  shells.  Up  to  this  time  he  said  he  had  not  felt 
overworked,  but  after  it  the  war  got  on  his  nerves.  The  sight  of  the 
dead  horrified  him.  He  felt  as  if  all  the  shells  were  coming  at  him, 
and  was  "jumpy"  at  every  explosion.  His  sleep  was  poor  and  he 
began  to  have  bad  dreams.  He  became  quite  hopeless  of  being  able 
to  continue  indefinitely,  and  wished  that  he  might  be  killed.  For 
three  days  he  had  such  a  headache  that  he  was  not  able  to  hold  his 
head  up  except  when  actively  busy.  Then  a  heavy  high  explosive 
shell  came  and  buried  him.  It  exploded  so  close  that  his  hair  and 
eyebrows  were  burned  off.  He  remembered  nothing  of  it,  but  was 
told  that  he  must  have  fought  his  way  up  through  the  loose  earth 
because  his  head  and  arms  showed  above  ground.  When  the  rescue 
party  dug  him  out  and  brought  him  to  the  hospital,  it  was  found  that 
he  had  such  a  severe  bruise  on  his  buttocks  that  the  doctor  told  him 
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he  would  never  walk  again.  This  concussion  took  place  on  July  1, 
1916.  On  July  7,  he  was  taken  to  a  hospital  in  London,  and  his 
memories  begin  again  from  his  stay  in  that  hospital.  He  knows  he 
was  conscious  before  reaching  England  but  can  recall  nothing  of  the 
time.  He  could  not  talk  without  great  effort  in  getting  a  word  "off 
his  chest,"  a  difficulty  which  persisted  for  the  better  part  of  a  year 
when  he  was  at  all  excited.  He  was  at  first  very  deaf,  and  still  is 
hard  of  hearing,  although  this  has  improved  greatly.  (Probably 
middle  ear  trouble.)  He  was  so  weak  that  he  could  not  raise  his 
eyes,  and  was  short  of  breath,  a  symptom  which  was  still  present 
when  I  examined  him  in  June,  1917.  His  legs  were  full  of  pain,  and 
it  was  some  months  before  he  could  walk.  The  pain,  although 
greatly  lessened  in  degree,  persisted  for  a  year.  All  these  symptoms, 
except  the  weakness  in  the  legs,  he  ascribed  to  the  exposure  to  the 
noise  and  gases  of  the  shells,  which  affected  his  eyes,  his  hearing  and 
his  lungs. 

At  first,  in  London,  he  could  not  recognize  his  wife,  and  could 
remember  nothing  about  himself,  but  all  his  memory,  except  for  the 
accident,  came  slowly  back.  Some  forgetfulness  as  to  the  past  was  a 
persistent  symptom.  During  the  daytime  he  was  constantly  '  'jumpy, " 
and  trembling  all  over,  although  he  felt  no  fear.  In  fact,  the  only 
diurnal  fears  he  had  were  when  a  Zeppelin  raid  occurred  and  bombs 
fell  in  the  immediate  neighborhood  of  the  hospital,  or  when  thunder- 
storms occurred.  Also  if  he  were  left  alone  for  a  time,  figures  of 
Germans  would  begin  to  appear  on  the  wall  and  he  would  become 
frightened.  As  he  grew  stronger  and  was  able  to  move  in  a  chair, 
he  would  get  out  of  the  room  and  join  others  when  any  of  these 
visions  occurred.  He  also  suffered  from  hypnagogic  hallucinations 
of  Germans,  sometimes  with,  sometimes  without  fear.  Bad  dreams, 
which  were  worse  than  any  that  he  had  at  the  front,  began  in  the 
hospital.  These,  during  the  following  year,  gradually  decreased,  but 
were  still  occasionally  present  a  year  after  the  concussion.  He  could 
tell  when  they  were  going  to  come  by  a  thumping  in  his  head  before 
going  to  sleep.  The  content  of  these  was  purely  of  fearful  incidents 
in  France.  But  later  he  began  to  dream  of  bombardment  without 
fear. 

He  exhibited  a  splendid  spirit.  He  blamed  no  one,  and  thought 
he  simply  had  had  bad  luck.  When  it  was  suggested  that  he  ought 
perhaps  to  have  been  given  leave,  he  scoffed  at  the  idea,  because  the 
sappers  were  short-handed  at  the  time.  He  was  very  anxious  to  get 
well,  and  seemed  to  be  improving  rapidly  in  spite  of  having  a  high 
blood- pressure. 

Treatment:  The  treatment  of  the  anxiety  states,  al- 
though effective  in  an  astonishingly  large  number  of  eases 
when  intelligently  pursued,  is  nevertheless  not  such  a  simple 
affair  that  the  physician  can  be  guided  by  any  rule  of 
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thumb  in  his  procedure.  As  has  been  stated,  the  symptoms 
of  the  neurosis  (no  matter  what  fundamental  physical  fac- 
tors there  may  have  been)  seem  invariably  to  be  determined 
psychologically.  Plainly  then,  the  psychological  effect  of 
every  therapeutic  measure  must  be  considered.  In  this 
report  the  etiological  factors  have  been  given  prominence 
because  it  seems  that  the  treatment  of  the  anxiety  cases 
must  be  individual,  and  must,  in  every  instance,  be  aimed 
at  the  removal  of  the  effect  of  each  cause.  It  can  not  be 
too  strongly  urged  that  consistent  plans  of  treatment  should 
be  followed,  as  would  readily  be  admitted  by  all  who  have 
been  interested  in  the  treatment  of  neurotics  during  times  of 
peace.  There  is,  therefore,  nothing  more  inimical  to  the 
interests  of  the  patient  (or  of  the  army,  in  the  long  run) 
than  a  frequent  transfer  of  these  patients  from  one  hospital 
to  another,  where  different  theories  are  held  as  to  the  cause 
of  the  trouble,  or  where  notes  do  not  accompany  the 
patients,  giving  an  outline  of  what  has  already  been  accom- 
plished or  attempted. 

At  the  outset,  every  patient,  once  a  diagnosis  is  made 
(and  it  should  be  made  speedily),  ought  to  be  removed  as 
quickly  as  possible  to  a  quiet  environment.  It  must  be 
borne  in  mind  constantly  that  a  highly  important  factor  in 
every  case  is  the  conscious  or  unconscious  desire  to  get 
away  from  the  fighting.  Not  unnaturally  then,  symptoms 
tend  to  be  aggravated  by  mere  removal  from  the  line  and 
having  the  patient  placed  under  the  observation  of  a  physi- 
cian, because  the  worse  impression  the  patient  makes,  the 
longer  is  his  absence  from  the  trenches  apt  to  be.  Conse- 
quently, we  obtain  the  history  of  many  patients  of  symp- 
toms becoming  very  much  greater  as  soon  as  they  arrive  in 
a  hospital.  (Merely  coming  under  observation  is  not  the 
only  reason  for  this  exaggeration  of  symptoms.)  Since 
the  soldier  is  incompetent  to  fight,  he  must  be  in  a  hospital, 
but  once  there,  he  should  be  protected  during  this  period 
from  every  possible  excitement  that  is  liable  to  increase  his 
symptoms.  The  stay  in  any  hospital  which  is  under  shell 
fire,  near  parade  grounds,  or  filled  with  wounded  men, 
should  therefore  be  cut  down  to  the  minimum.    On  the 
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other  hand,  if  the  patient  be  taken  too  far  from  the  firing 
line,  if  he  be  sent  over  seas,  for  instance,  he  is  likely  to 
develop  an  idea  of  permanent  absence  from  his  duties  that 
may  stand  in  the  way  of  a  complete  recovery.  Ideally, 
therefore,  we  should  seek  to  place  these  men  in  a  hospital 
quietly  situated  in  the  same  country  where  the  fighting  is 
in  progress. 

The  treatment  at  first  should  be  purely  symptomatic. 
Every  patient  suffers  more  or  less  from  fatigue,  and  it 
is  ridiculous  to  attempt  psychological  treatment  in  one  who 
is  suffering  from  such  a  definitely  physical  disability  as 
fatigue.  The  first  treatment  should  be  to  give  the  patient 
absolute  rest  in  bed  and  produce  sleep  in  as  normal  a  way 
as  possible.  The  Weir  Mitchell  type  of  treatment  is  of 
value  with  some  cases,  but  if  the  patient  is  subject  to  fear 
when  left  alone,  isolation  can  by  no  possibility  lead  to  any 
improvement  in  his  condition.  Some  idea  of  the  individual 
difficulties  must  therefore  be  gained  at  once.  The  question 
of  producing  sleep  is  also  one  concerning  which  no  general 
rule  can  be  laid  down.  Although  there  is  nothing  worse 
for  these  patients  than  the  indiscriminate  and  constant  use 
of  sedatives,  they  may  nevertheless  be  of  great  value  if  prop- 
erly administered.  A  good  method  is  to  give  sufficient 
dosage  of  whatever  drug  seems  to  be  indicated  to  produce 
sleep  the  first  night  when  treatment  is  begun.  The  patient 
should  be  kept  as  quiet  as  possible  during  the  following  - 
day,  and  an  effort  be  made  to  produce  sleep  the  next  night 
in  a  more  normal  manner,  that  is,  by  the  use  of  baths, 
packs,  etc.  Mild  suggestion  may  be  of  considerable  value 
at  this  stage.  In  practical  experience  the  most  potent 
influence  in  suggestion  seems  to  be  the  general  morale  and 
attitude  of  a- hospital  as  a  whole.  It  is  a  striking  fact  that 
in  those  hospitals  where  reliance  is  placed  chiefly  on  drugs 
there  is  a  constant  difficulty  met  with  in  combating  insom- 
nia, whereas  the  difficulties  are  much  less  in  those  institu- 
tions where  drugs  are  largely  taboo.  If,  on  the  second 
night,  no  sleep  is  obtained  by  hydrotherapeutic  methods  or 
suggestion,  a  milder  dosage  of  a  hypnotic  may  be  effective, 
and  for  this  a  placebo  may  be  later  substituted. 
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The  above  statements  refer  to  the  acute  stage  where  gen- 
uine fatigue  is  undoubtedly  present.  It  must  be  borne  in 
mind  that  fatigue,  as  such,  is  a  condition  which  is  readily 
and  rather  speedily  recovered  from  simply  through  rest. 
Consequently  the  period  during  which  the  patient  is  kept 
isolated  and  no  demands  are  made  for  him  to  exert  himself 
in  the  slightest  degree,  should  be  kept  as  brief  as  possible. 
If  this  is  not  done,  a  condition  of  invalidism  is  fostered. 
Just  how  long  this  period  should  be  is  a  matter  which  must 
be  settled  individually,  but  as  a  general  rule  one  might 
say  that  the  patient  should  not  be  left  without  any  demands 
being  made  for  cooperation  on  his  part  in  the  treatment  for 
longer  than  one  or  two  weeks.  This  is,  however,  rather  a 
guess,  inasmuch  as  I  have  not  had  an  opportunity  of  see- 
ing many  of  these  cases  immediately  after  they  have  been 
in  the  trenches.  It  is  of  course  obvious  that  when  concus- 
sion of  any  severity  has  occurred,  a  very  much  longer 
period  of  rest  is  indicated,  as  we  know  even  from  civilian 
experience  that  nothing  is  more  inimical  to  the  welfare  of 
one  suffering  from  physical  injury  to  the  brain  than  fatigue. 
Complete  and  prolonged  rest  for  these  cases  is  therefore 
obligatory.  At  present  we  have  no  drugs  that  combat 
fatigue  of  the  central  nervous  system  directly.  If  further 
study  of  these  cases  reveals  the  chemical  nature  of  this 
disease,  we  might  hope  to  find  some  antidote  for  it  that 
would  materially  reduce  the  period  of  rest  required.  Fur- 
ther than  that,  we  might  even  hope  that  the  same  remedy 
would  prevent  the  steady  increase  of  the  accumulative 
effects  of  the  fatigue  that  we  see  in  the  trenches,  and  thus 
prevent  many  neuroses  from  developing  beyond  the  initial 
stages  where  fatigue  dominates  the  clinical  picture. 

Proceeding  along  the  lines  of  symptomatic  treatment,  the 
next  stage  should  be  to  combat  the  patient's  most  obvious 
subjective  difficulties,  namely,  the  fear  of  war  and  the 
obsessions  with  thought  of  its  horrors.  These  can  best  be 
met  acutely  by  distraction  in  one  form  or  another.  The 
patient  should  be  given  a  common  sense  talk  and  assured 
of  two  things:  The  first  is  that  he  is  going  to  get  well, 
since  he  has  been  removed  temporarily  from  the  influences 
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which  caused  his  breakdown,  and  that  this  recovery  will 
be  greatly  facilitated  by  his  active  cooperation.  The 
second  is  that  he  is  now  under  medical  control  and  that  he 
need  have  no  fear  of  being  ordered  to  do  anything  that 
will  not  be  to  the  advantage  of  his  health,  that  there  is  no 
possibility  of  his  being  sent  back  to  the  line  until  he  is 
completely  well,  but  that,  on  the  other  hand,  because  his 
disease  is  curable,  he  will,  of  course,  have  to  return  eventu- 
ally. In  other  words,  an  effort  must  be  made  to  produce  a 
state  of  mind  wherein  he  is  willing  to  forget  the  war,  for  the 
time  being,  without  fostering  the  idea  that  he  is  out  of  it 
for  good.  It  is  not  enough  for  the  patient  merely  to  be 
willing  to  forget.  Active  efforts  must  be  made  to  distract 
his  mind.  His  environment  should  therefore  be  made  as 
nearly  that  of  civilian  life  as  is  possible  and  practicable. 
This  does  not  mean  that  uniforms  should  be  abandoned. 
The  men  are  still  in  the  army,  and  should  not  be  given  such 
a  suggestion  as  to  leaving  the  service.  Rigorous  military 
discipline,  however,  should  be  relaxed,  and  the  artificial 
social  distinctions  between  different  ranks  reduced  to  a 
minimum.  A  medical  man,  for  instance,  who  can  not 
forget  that  he  has  the  rank  of  major,  is  bound  to  make  a 
pitiful  failure  in  his  efforts  to  treat  a  subaltern. 

Occupation  of  some  kind  should  invariably  be  given,  but 
never  according  to  any  hard  and  fast  rules.  A  game  of  cards 
may  be  all  the  man  can  stand  at  first,  perhaps  it  will  be 
only  a  very  small  amount  of  light  reading.  He  can  progress 
from  this  to  the  less  violent  out-of-door  games,  and  as  his 
strength  increases,  be  given  something  more  productive. 
For  this  reason,  well  equipped  workshops  are  invaluable, 
particularly  for  privates  and  non-commissioned  officers.  A 
course  of  study  is  sometimes  of  considerable  value  for  an 
officer  whose  interests  are  naturally  in  an  intellectual  field. 
The  objects  of  these  occupations  are  two- fold,  being  first, 
to  distract  the  man's  mind  from  the  worries  that  had  so 
much  to  do  in  the  establishment  of  his  neurosis,  and  secondly, 
to  give  him  that  confidence  in  himself  which  is  often  pain- 
fully lacking,  and  which  can  be  re  established  only  by  the 
patient's  actually  achieving  something.    The  prescribing 
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of  occupations  should  always  be  directly  under  the  control 
of  the  physician  in  charge  of  the  case,  whose  duty  it  is  to 
note  the  exact  effect  which  the  occupation  has  on  the 
patient,  and  to  vary  its  nature  or  aim  accordingly.  Much 
harm  is  frequently  done  by  advising  some  exertion  which 
fatigues  him  unduly,  and  convinces  him  that  he  has  some 
terrible  weakness.  The  consequent  discouragement  may  be 
extreme,  and  for  a  long  time  stand  in  the  way  of  any 
improvement.  Every  patient  should  therefore  be  examined 
with  great  frequency,  particularly  at  the  beginning  of  any 
occupation  treatment.  The  granting  of  leave  from  the 
hospital  for  a  few  hours,  or  for  a  week-end,  if  judiciously 
used,  may  help  a  patient  considerably.  He  is  thrown  on 
his  own  resources  to  a  greater  extent  than  when  in  the 
hospital  environment,  and  consequently  he  has  a  much 
greater  feeling  of  achievement  and  greater  pleasure  from 
this  than  from  any  intramural  entertainment.  As  practi- 
cally all  those  who  suffer  from  anxiety  neuroses  are  impotent, 
at  least  in  the  acuter  stages,  sexual  indiscretions  do  not 
need  to  be  borne  in  mind,  when  leave  is  granted,  so  con- 
stantly as  they  do  when  the  patients  are  suffering  from  other 
forms  of  disability.  In  fact,  feminine  companionship  is  an 
excellent  form  of  distraction  to  the  soldier  who  has  been  for 
many  months  in  a  purely  military  environment. 

The  treatment  so  far  outlined  is  essentially  environmental, 
and  aims  at  combating  the  symptoms  in  a  superficial  way. 
In  most  cases  it  will  be  successful  in  removing  all  or  most 
of  the  obvious  symptoms.  There  remains,  however,  the 
fundamental  difficulty  which  has  so  much  to  do  with  the 
development  of  the  neurosis,  namely,  the  antagonism  to  the 
duties  forced  on  the  soldier,  and  often  to  war  in  general. 
These  can  be  eradicated  o?ily  by  the  patient  gaining  some 
psychological  understanding  of  the  origin  and  nature  of  his 
symptoms.  Occasionally  one  meets  with  an  officer  who  is 
sufficiently  intelligent  to  understand  the  situation  without 
any  outside  help,  and  who  is  capable  of  taking  himself  in 
hand  and  combating  these  tendencies  alone.  This,  how- 
ever, is  rare. 

On  the  other  hand,  those  who  have  experienced  the  great 
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difficulties  to  be  met  with  in  civilian  practice,  in  getting 
patients  to  understand  themselves,  will  be  delighted  with 
the  ease  with  which  the  sufferers  from  war  neuroses  are 
capable  of  grasping  the  psychology  of  their  disease  and 
making  use  of  their  knowledge.  This  is,  of  course,  not 
unnatural,  considering  that  we  deal  here  with  men  who  are, 
relatively  speaking,  quite  normal,  and  with  situations  that 
are  essentially  simple.  In  a  few  talks  a  patient  can  be  led 
to  see  how  the  war  sublimation,  which  has  been  outlined, 
has  broken  down,  and  how  it  was  that  he  therefore  developed 
the  tendency  to  think  of  himself  rather  than  of  the  needs  of 
the  army  and  of  the  country,  and  so  became  a  prey  to  fear 
and  horror. 

When  once  the  patient  sees  that  his  disinclination  to 
return  to  the  front  is  essentially  a  selfish  desire  to  avoid  his 
responsibility  as  a  citizen,  he  is  in  a  position  to  decide  quite 
consciously  whether  he  wishes  to  be  a  slacker  or  to  assume 
his  share  of  the  country's  burden.  If  he  has  the  right  stuff 
in  him,  he  becomes  ashamed  of  his  symptoms  and  begins  to 
control  them  quite  speedily.  He  is  soon  eager  to  take  some 
part  in  the  struggle,  and  if  he  is  given  light  duty  which 
does  not  make  too  great  a  demand  on  his  capacity,  this 
capacity  grows,  and  with  it  a  desire  to  return  to  the  field  of 
active  operations  appears.  Probably  nothing  is  gained  by 
an  attempt  to  send  a  man  back  to  the  firing  line  who  does 
not  spontaneously  wish  to  be  there.  Each  patient  has 
learned  that  the  development  of  certain  symptoms  will  cause 
his  removal  from  the  trenches,  and  if  he  consciously  desires 
to  be  out  of  them  he  will  make  little  effort  to  combat  their 
redevelopment. 

Even  when  this  type  of  analysis  is  attempted,  reliance 
should  not  be  placed  on  it  alone.  It  can  not  be  too  con- 
stantly borne  in  mind  that  one  of  the  greatest  difficulties 
from  which  these  neurotics  suffer  is  a  lack  of  complete 
rapport  with  their  fellows.  Many  of  them  feel  (with  some 
justice)  that  they  have  been  ill-treated,  and  a  feeling  of 
responsibility  toward  the  State  is  difficult  to  foster  in  an 
individual  who  feels  that  the  State  has  no  regard  for  him. 
For  this  reason  a  demonstration  of  personal  interest  in  the 
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patient  may  be  of  great  value  (Case  XV  is  an  example  of 
this).  The  physician  must  therefore  learn  to  have  a  keen 
sympathy  for  the  patient  as  an  individual,  but  never  to 
have  any  sympathy  whatever  for  the  patient's  symptoms  as 
such.  This  is  not  an  easy  attitude  to  acquire,  and  is 
probably  the  reason  why  few  physicians  who  are  not  trained 
psychiatrists  are  successful  in  treating  the  war  neuroses. 

As  has  been  said  before,  there  is  a  tendency  present, 
particularly  among-  those  having  had  a  definite  neurotic 
history  before  the  war,  of  developing  neurotic  troubles  of 
the  civilian  type  when  convalescence  from  an  anxiety  state 
is  achieved.  It  is  not  within  the  provinces  of  this  report  to 
enter  into  the  treatment  of  these  complicating  neuroses, 
inasmuch  as  they  are  essentially  peace  disturbances.  In  so 
far,  however,  as  they  are  determined  by  unconscious  resist- 
ance to  active  service,  they  are  amenable  to  treatment  in  a 
greater  degree  than  are  similar  neuroses  of  Chilian  life,  for 
this  is,  psychologically  speaking,  a  simpler  situation  than 
that  which,  as  a  rule,  precipitates  a  neurosis  in  a  civilian. 

Conversion  Hysterias. 

The  conversion  hysterias  do  not  require  so  protracted  a 
discussion  as  it  has  seemed  wise  to  devote  to  the  anxiety 
cases.  Although  in  absolute  numbers  they  are  moie  frequent 
in  occurrence  than  pure  anxiety  states,  yet  they  are  so 
much  simpler  in  mechanism  that  it  is  less  difficult  to  under- 
stand them  and  to  treat  them.  Moreover,  much  of  what  has 
already  been  said  as  to  fatigue  and  dissatisfaction  with  active 
service  may  be  applied  directly  in  discussing  the  conversion 
hysterias,  provided  one  remembers  that,  although  these  fac- 
tors operate  in  the  two  conditions  alike,  their  development 
is  much  less  extensive  in  the  cases  of  conversion  hysteria. 

These  may  be  defined  as  neuroses  in  which  there  is  an 
alteration  or  dissociation  of  consciousness  regarding  some 
physical  function .  The  term  ' 4  Conversion  Hysteria' '  is  used, 
because  an  idea  is  transferred  over  into  a  physical  symptom. 
The  cases  are  confined  almost  entirely  to  privates  and  non- 
commissioned officers,  the  reason  for  which  will  be  discussed 
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later.  The  purely  hysterical  manifestations  are  apt  to  be 
accompanied  by  mild  anxiety  symptoms;  occasionally  the 
latter  are  severe. 

The  symptomatology  is  extremely  varied,  although  there 
have  been  no  symptoms  described  in  the  war  cases,  so  far 
as  I  know,  which  have  not  been  well  known  in  times  of 
peace.  Even  a  brief  study  convinces  one  that  the  more 
important  and  frequent  symptoms  are  those  which  obviously 
provide  the  patient  with  a  relief  from  active  service.  Mut- 
ism is  the  commonest,  apparently.  Aphonia  as  a  prelimi- 
nary symptom  is  rarer,  but  it  often  develops  as  a  stage  of 
recovery  from  mutism,  as  does  stammering.  Deafness  is 
fairly  frequent.  After  the  speech  group,  motor  disturbances 
are  the  most  important.  These  include  monoplegias  and 
paraplegias  or  pareses;  tics,  spasms  and  contractures  are  not 
unusual.  Tremors  are  usually  a  complication  of  an  anx- 
iety state,  and  it  is  quite  frequent  to  find  gait  disturbances 
such  as  have  been  described  in  connection  with  the  anx- 
ieties. It  is  quite  frequent  to  find  an  initial  and  not  very 
severe  anxiety  state  in  a  private  develop  into  a  gait  disturb- 
ance that  is  unaccompanied  by  any  emotional  trouble. 
Spasticity  of  the  legs  is  also  a  rare  symptom,  except  as  a 
complication  or  result  of  an  anxiety  state.  Hyperesthesias 
may  occur  alone.  Paresthesia  and  anaesthesia  usually 
accompany  hysterical  ^mptonis.  Blindness  and  amblyopia 
are  not  very  common.  Disorders  of  smell  and  taste  are  still 
rarer. 

Clinical  Course:  What  has  been  said  as  to  the  make-up 
in  connection  with  the  anxiety  states  applies  also  to  the 
hysterical  group,  but  with  the  latter  complete  normality 
seems  to  be  more  frequent.  The  adaptation  to  training  may 
or  may  not  be  good;  naturally  those  who  adapt  themselves 
well  are  less  likely  to  develop  symptoms.  Fatigue  is,  as  a 
rule,  the  first  symptom  that  can  be  discovered,  but  it  is  almost 
never  so  severe  as  in  the  anxiety  cases.  Its  symptoms  are 
therefore  not  so  well  marked.  There  is  little  sleeplessness, 
and  rarely  nightmares,  in  the  purely  hysterical  case.  More 
frequently  one  gets  a  history  of  purely  diurnal  dissatisfaction. 
As  a  rule,  there  is  fear,  with  much  less  "jumpiness"  than 
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is  met  with  among  officers.  There  is  almost  always  some 
weariness  and  a  distinct  antagonism  to  the  fighting.  The 
patient  is  rarely  subjected  to  the  mental  conflicts  that  are  so 
distinctive  of  the  prodromal  anxiety  state  in  officers,  because 
the  men  who  develop  hysterical  symptoms  are  privates  whose 
ideals  are  not  so  high,  and  who  do  not  have  to  make  de- 
cisions for  themselves.  Their  responsibilities  begin  and  end 
with  obedience  to  orders.  And  it  is  the  duty  of  the  officers 
to  put  courage  into  them,  not  for  them  to  develop  and  main- 
tain it  themselves.  Not  unnaturally  then,  we  find  these 
men  seeking  to  gain  release  from  the  situation  they  dislike 
in  a  way  which  is  incompatible  with  the  higher  standards 
of  the  officers.  They  look  for  some  valid  excuse  from  the 
firing  line,  and  so,  almost  universally,  hope  to  be  wounded 
in  some  way  that  will  incapacitate  them  from  active  serv- 
ice. I  have  found  either  this  wish  for  a  "  blighty  one,"  or 
else  thoughts  of  some  physical  disease  in  the  history  of 
every  hysterical  case,  except  one,  that  I  had  an  opportunity 
of  examining.  The  exceptional  patient  did  not  seem  suffi- 
ciently intelligent  to  give  an  accurate  history.  Occasionally 
the  antagonism  to  fighting  is  the  direct  outcome  of  physical 
accident  or  disease  which  removes  the  soldier  from  the 
trenches.  The  wish  that  develops  is  then  that  he  may  not 
have  to  return. 

This  attitude  of  antagonism  with  some  idea  of  release 
constitutes  the  background  of  the  hysteria.  Then  some- 
thing happens  which  is  the  occasion  for  the  development  of 
definite  symptoms.  A  frequent  cause  is  concussion  which 
may  or  may  not  be  severe.  Case  XV,  the  sergeant  who  was 
exhausted  and  had  been  worried  about  his  inability  to  shout 
without  spitting  up  blood,  and  therefore  had  his  attention 
directed  to  his  voice,  is  an  example  in  point.  After  his  con- 
cussion and  return  to  consciousness  he  was  mute,  following 
that,  aphonic,  and  then  stammered.  A  not  infrequent 
symptom  is  anaesthesia  at  the  area  of  some  slight  injury 
which  is  received  at  the  time  of  concussion.  Not  unnat- 
urally burial  without  concussion  is  a  highly  frequent 
precipitating  factor.  It  is  not  improbable  that  the  over- 
strung soldier  imagines  that  he  is  about  to  be  killed  when 
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the  shell  explodes  close  to  him,  and  this  emotional  shock 
upsets  his  mind  sufficiently  to  cause  that  disturbance  of  con- 
sciousness which  we  term  hysteria.  As  with  the  anxiety 
cases,  the  infliction  of  an  actual  wound  does  not  at  the  time 
precipitate  hysterical  symptoms,  but  these  very  often  develop 
later  when  the  private  who  does  not  wish  to  fight  is  conva- 
lescing physically  from  his  wound.  The  subjective  symp- 
toms are  apt  to  be  continued  indefinitely  in  a  hysterical  way, 
that  is,  the  pain  or  disability  may  not  be  recovered  from, 
although  there  may  be  complete  healing  at  the  sight  of  in- 
jury. Monoplegias  or  spasticities  are  common  symptoms 
with  this  etiology.  Torticollis  may  also  occur  in  this  way. 
It  is  not  difficult  to  reconstruct  the  original  history  of  these 
cases.  There  is,  while  a  soldier  is  still  in  the  trenches,  the 
usual  wish  to  be  away  from  the  distasteful  employment. 
This  wish  reaches  its  fulfilment  when  a  disabling  wound  is 
received,  a  situation  which  is  quite  satisfactory  so  long  as 
the  injury  continues  to  be  disabling.  Once  recovery  sets  in, 
however,  the  prospect  of  returning  to  the  trenches  is  plainly 
before  the  eyes  of  the  soldier.  Under  these  circumstances, 
while  he  is  both  consciously  and  unconsciously  loth  to  leave 
the  comfortable  position  in  which  he  finds  himself,  he  nat- 
urally pays  considerable  attention  to  the  pain  or  disability 
that  is  a  direct  outcome  of  his  wound.  This  attention, 
backed  by  his  wish  for  the  symptoms  to  be  permanent,  con- 
vinces him  that  there  is  no  improvement  in  any  respect  that 
is  to  him  subjectively  obvious.  Consequently  his  conscious- 
ness gradually  adapts  itself  to  the  disability  until  it  is 
incapable  of  conceiving  the  idea  of  true  recovery.  The 
patient,  therefore,  whose  head  has  been  bandaged  over  to 
one  side  with  a  wound  in  the  neck,  continues  to  hold  his 
head  in  that  position  in  spite  of  the  fact  that  there  is  no  real 
contracture  of  scar  tissue.  Similarly  the  man  whose  arm 
may  have  been  put  up  in  a  sling  finds  when  the  sling  is  re- 
moved that  all  power  is  gone  from  the  arm,  or  the  limb  which 
has  been  held  in  a  certain  position  to  avoid  pain  on  move- 
ment is  retained  spastically  in  that  position.  Apart  from 
the  presence  of  these  objective  symptoms,  he  may  be  in  a 
normal  mental  state.    He  is  usually  untroubled  by  any  anx- 
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iety,  is  not  easily  fatigued,  and  his  behavior  is  that  of  any 
wounded  man,  that  is  to  say  it  is  quite  normal. 

As  long  as  war  is  in  progress  and  return  to  the  front  is 
imminent  the  patient  prefers  (unconsciously  at  least)  to 
retain  his  disability  rather  than  to  face  the  perils  and 
discomforts  of  trench  life.  Consequently  these  symptoms, 
when  not  treated  persist  as  a  rule  indefinitely.  Occasionally 
through  some  accident  the  patient  discovers  that  the 
function,  which  he  thought  he  had  lost,  is  still  present. 
This  usually  occurs  under  the  stimulus  of  some  sudden 
emotion.  It  is,  of  course,  one  thing  for  an  outsider  to 
observe  a  man  using  a  paralyzed  arm  and  another  thing  for 
the  patient  himself  to  be  aware  of  it.  This  is  only  to  be 
expected  when  we  consider  that  one  of  the  most  fundamen- 
tal characteristics  of  an  hysterical  symptom  is  that  con- 
sciousness, and  therefore  awareness,  as  to  the  function  in 
question  is  lost.  The  patients  who  recover  spontaneously, 
therefore,  by  making  such  observations  themselves  are  rare. 
On  the  other  hand,  owing  probably  to  the  simplicity  of  the 
mental  mechanisms  involved,  treatment  is  as  a  rule  a  very 
simple  matter  and  frequently  successful  in  a  dramatic  and 
permanent  way.  Once  the  disability  has  been  recovered 
from,  the  patient  is  in  a  much  more  normal  state  than  is  a 
man  suffering  from  anxiety  whose  obvious  symptoms  have 
disappeared. 

The  diagnosis  of  these  conversion  hysterias  is  not  so  simple 
a  matter  as  that  of  the  anxiety  states.  Any  competent 
neurologist  should  of  course  be  able  by  the  usual  methods 
to  make  speedy  and  accurate  discrimination  between 
organic  and  functional  loss.  When  the  two  are  combined, 
however,  the  problem  becomes  somewhat  more  difficult. 
Hysterical  anaesthesia,  for  instance,  may  occur  with,  but 
have  a  wider  distribution  than,  that  of  a  pure  nerve  injury. 
The  latter  may  be  overlapped  by  the  former  and  lead  the 
physician  to  believe  that  he  is  dealing  with  a  purely  hysteri- 
cal condition.  A  final  diagnosis  may  therefore  be  made, 
only  after  treatment  instituted  on  purely  functional  lines 
has  been  successful,  and  has  reduced  the  disability  to  its 
legitimately  organic  distribution.    Quite  the  most  difficult 
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problem,  however,  is  to  differentiate  a  conversion  hysteria 
from  malingering.  As  I  have  had  little  opportunity  to  see 
cases  of  malingering  as  they  are  presented  at  the  front,  I 
am  unable  to  say  much  on  this  topic  that  is  not  second- 
hand. Some  workers  rely  largely  on  the  suggestibility  of 
the  hysterical  patient  as  a  diagnostic  criterion.  Occasion- 
ally one  meets  with  a  physician  who  goes  so  far  as  to  state 
that  no  patient  who  is  not  hypnotizable  has  a  true  hysteria, 
and  therefore  must  be  malingering.  As  the  individual 
capacity  to  hypnotize  varies  greatly  from  man  to  man  this 
is  probably  a  rather  unsafe  rule.  Again,  if  one  relies  on 
the  impression  which  the  personality  of  the  patient  makes 
on  the  physician  error  is  apt  to  be  frequent.  The  true 
malingerer  is  frequently,  if  not  always,  a  psychopath. 
Again  it  may  require  a  rather  exhaustive  study  to  determine 
whether  the  symptoms  are  produced  on  the  basis  of  a  con- 
scious or  an  unconscious  wish,  which  is  essentially  the 
difference  in  etiology  between  malingering  and  hysteria. 
Probably  the  safer  guide  is  the  history  of  onset.  One 
should  inquire,  therefore,  as  to  the  mental  attitude  of  the 
patient  before  the  onset  of  the  symptoms.  In  a  true  hysteri- 
cal case  an  admission  is  apt  to  be  made  as  to  the  breaking 
down  of  adaptation  to  warfare  and  the  consequent  wish  to 
be  rid  of  it  all,  particularly  the  wish  for  an  incapacitating 
wound.  The  malmr-jrer  is  not  apt  to  reveal  the  history 
because  the  symptom  represents  this  wish  to  him  quite  con- 
sciously. The  hysteric,  on  the  other  hand,  because  there 
has  been  an  unconscious  motivation,  does  not  see  the  con- 
nection between  his  previous  desire  to  be  incapacitated  and 
the  symptom  his  malady  presents.  He  is,  therefore,  more 
apt  to  be  frank  in  the  matter.  In  another  respect  the  his- 
tory may  be  of  importance,  I  imagine.  In  all  the  cases, 
which  I  have  had  an  opportunity  of  examining,  whose 
symptoms  arose  while  in  the  trenches,  there  was  a  history 
either  of  concussion  or  of  a  definite  precipitating  cause,  the 
immediate  result  of  which  was  some  disturbance  of  con- 
sciousness, no  matter  how  slight.  Frequently  it  amounted 
to  no  more  than  the  patient  being  dazed  for  a  few  minutes 
and  finding  himself  with  the  hysterical  symptom,  when  he 
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became  quite  clear  again.  As  the  opinion  of  the  physician 
on  this  matter  when  delivered  to  a  court  martial  may  mean 
life  or  death  for  the  soldier  I  would  prefer  to  leave  this  last 
diagnostic  criterion  as  a  suggestion  until  such  time  as 
further  experience  may  show  whether  the  phenomenon  in 
question  is  universal 'or  not. 

The  prognosis  in  these  cases  depends  on  a  number  of 
factors.  An  important  one  is  naturally  the  mental  make- 
up of  the  patient.  An  individual  who  has  a  definite  psy- 
choneurotic make-up  is  prone  to  develop  symptoms,  to  cling 
to  them  more  tenaciously,  and  to  develop  new  ones  if  his 
original  cause  for  removal  from  the  firing  line  is  done  away 
with.  The  more  normal  soldiers,  as  has  been  stated,  are 
apt  to  keep  their  symptoms  indefinitely  until  appropriate 
treatment  is  instituted.  Once  cured,  they  are  delighted 
with  the  result  and  rarely  suffer  a  relapse.  Inappropriate 
treatment,  however,  is  so  ineffective  that  the  opinion  has 
grown  up  that  it  is  useless  to  try  to  get  these  men  back  to 
the  trenches.  The  experience  gained  in  the  better  hospitals 
which  are  devoted  to  the  care  of  the  neuroses  speaks  dis- 
tinctly against  this,  as  they  have  sent  a  large  proportion  of 
their  patients  back  to  France,  only  a  few  of  whom  have 
relapsed. 

Various  types  of  treatment  are  in  common  use.  The  one 
which  appeals  most  to  the  physician,  who  has  a  military 
mind,  is  discipline;  and  this  is  logical  enough  if  the  assump- 
tion be  made  that  the  symptoms  are  really  under  conscious 
control.  If  fear  of  punishment  is  greater  than  fear  of  the 
life  in  active  service,  the  symptoms  will  naturally  tend  to 
disappear.  On  the  other  hand,  the  well-disciplined  soldier 
has  the  habit  of  obeying  developed  to  such  an  extent  that 
he  is  highly  suggestible  to  commands  from  those  of  super- 
ior rank.  These  two  factors  apparently  account  for  the 
cures  which  result  from  this  method  of  treatment.  They 
are,  however,  few  in  number  and  not  apt  to  be  permanent. 
This  can  be  easily  explained  psychologically  if  one  bears 
in  mind  what  has  previously  been  reiterated  as  to  the 
adaptation  of  the  soldier.  An  all-essential  factor  in  this 
adaptation  is  the  feeling  of  unity  with  his  group  which 
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the  individual  develops.  Undue  coercion — in  fact  any 
treatment  which  the  patient  may  regard  as  unfair — is  apt 
to  weaken  the  bonds  between  the  soldier  and  the  army 
rather  than  to  strengthen  them;  consequently  although  the 
symptoms  may  temporarily  disappear,  the  wish  for  escape 
from  military  life  is  apt  to  be  even  stronger  than  it  was  be- 
fore, so  that  a  still  firmer  foundation  for  neurotic  symptoms 
is  built  up.  The  application  of  electricity  in  various  forms 
and  of  massage  is  highly  popular  and  more  often  success- 
ful than  disciplinary  treatment.  Its  results,  however,  are 
dependent  purely  upon  suggestion,  and  therefore  open  to 
the  criticisms  which  shall  immediately  be  made  of  this 
method. 

Naturally  enough  conversion  hysterias  arise  on  a  back- 
ground of  extreme  suggestibility.  It  is  not  surprising, 
therefore,  that  any  form  of  suggestion — particularly  hypno- 
tism— is  extraordinarily  effective  in  the  removal  of  the 
immediate  symptoms.  Moreover  it  does  not  serve  to  alien- 
ate the  soldier  from  the  causes  for  which  he  has  been 
fighting.  On  the  other  hand  it  has  a  grave  defect  psycho- 
logically in  that  it  is  aimed  at  the  removal  of  symptoms 
rather  than  causes.  To  the  uneducated  soldier  the  symptom 
has  come  from  nowhere  and,  if  it  is  removed  by  the  sug- 
gestion of  electricity  or  the  more  direct  suggestion  of 
hypnosis,  it  leaves  \im  through  the  agency  of  a  miracle — 
consequently  his  mind  is  strongly  imbued  with  the  idea  that 
such  things  can  happen,  with  the  not  unnatural  result  that 
they  do  happen  again.  What  should  be  aimed  at  is  much 
more  the  training  of  the  patient  to  control  the  workings  of 
his  mind,  steadily  combating  the  idea  that  there  is  anything 
miraculous  or  lawless  about  the  functions  of  his  body  which 
have  gone  wrong.  What  is  essentially  re-education  is, 
therefore,  without  any  question  the  best  method  of  treatment 
for  the  conversion  hysterias.  Those  who  are  most  success- 
ful in  gaining  permanent  results  begin  as  a  rule  with  an 
introductory  talk,  when  they  explain  to  the  patient  the 
nature  of  the  disease  from  which  he  suffers.  They  impress 
upon  his  mind  the  fact  that  his  legs,  for  instance,  are  not 
really  paralyzed  but  that  he  has  simply  forgotten  how  to 
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use  them  and  that  he  must  learn  to  do  so  over  again.  An 
effort  is  made  to  make  the  soldier  understand  that  this 
process  is  perfectly  natural  and  that  it  will  be  quickly  suc- 
cessful provided  he  makes  the  necessary  effort.  The  next 
stage  is  to  demonstrate  that  the  function  which  is  lost  or 
disturbed  is  really  not  vitally  affected.  At  this  point  sug- 
gestion or  hypnotism  may  be  of  great  value,  provided  that 
the  patient  be  given  immediately  and  convincingly  the  ex- 
planation that  he  has  done  these  things  rather  than  that  the 
physician  has  accomplished  them.  Many  of  those  whose 
treatment  is  most  successful  prefer  to  rely  on  some  sort  of 
trick  in  demonstrating  the  presence  of  the  capacity  which 
seems  to  be  gone.  It  would  be  impossible  to  enumerate  all 
these — in  fact  it  is  probably  best  to  leave  the  choice  of 
method  to  the  natural  ingenuity  of  the  one  who  is  responsi- 
ble for  the  treatment.  A  few  examples,  however,  may  be 
given.  One  has  already  been  cited  in  Case  II,  in  which  the 
patient  who  was  deaf  and  dumb,  was  made  to  see  in  a 
mirror  that  he  jumped  when  a  sudden  sound  occurred 
behind  his  back.  Patients  who  are  mute  or  aphonic  may 
be  shown  that  all  the  movements  of  the  lips,  tongue  and 
glottis  which  are  necessary  to  produce  speech  have  not  been 
lost.  The  patient,  for  instance,  may  be  able  to  whistle,  to 
put  his  tongue  in  required  positions,  or  to  cough.  In  order 
to  make  the  patient  breathe  evenly  Captain  McDowell  has 
introduced  the  method  of  inducing  the  patient  to  inhale  a 
cigarette,  the  smoke  from  which,  if  forcibly  or  irregularly 
expelled,  is  apt  to  be  irritating  and  may  produce  a  cough. 
Coughing  of  course  involves  the  use  of  the  vocal  chords  and 
produces  a  voiced  sound.  Any  patient  wTho  can  cough  can 
also  say  "ah  "  and  the  training  may  begin  from  this  point. 
That  power  is  not  lost  from  limbs  may  be  demonstrated  by 
the  presence  of  reflexes,  or  of  contractions  elicited  by  elec- 
trical stimulation  or  by  sudden  movements  that  are  made  to 
prevent  falling,  etc.  A  means  which  is  frequently  effective 
is  to  induce  passive  movements  while  the  operator  actually 
does  less  and  less  in  the  way  of  movement  until  after  a  few 
trials  the  patient  makes  the  motions  without  any  aid  from 
the  operator  at  all.    Where  a  swimming  tank  is  available  a 
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demonstration  of  the  ability  to  use  the  legs  perfectly  can  be 
readily  made  in  those  patients  who  suffer  from  difficulties  in 
walking.  Apparently  no  matter  how  severe  any  gait  dis- 
turbance may  be  there  seems  to  be  no  interference  with  the 
function  of  the  legs  in  swimming.  Once  it  has  been  dem- 
onstrated that  any  function  is  not  totally  absent,  it  is  the 
responsibility  of  the  physician  to  see  that  constant  practice 
is  made  and  to  insist  on  a  steady  increase  in  the  extent  and 
number  of  movements  that  are  executed.  When  this  treat- 
ment is  patiently  carried  out  improvement  is  apt  to  be  rapid 
and  the  results  permanent.  The  reason  for  the  latter  is 
that  the  patient  has  learned  two  things  :  first,  that  his  symp- 
tom originated  mainly  in  a  lack  of  control,  and  secondly, 
that  he  has  found  a  method  of  controlling  symptoms  when 
they  do  arise  or  tend  to  develop. 

Many  of  these  patients,  of  course,  have  personal  diffi- 
culties which  operate  in  connection  with  the  simple  motiva- 
tion, that  has  been  discussed,  in  the  production  of,  or 
maintenance  of,  symptoms.  Many  soldiers  realize  vaguely 
that  their  symptoms,  although  obvious  in  a  physical  way, 
are  really  mental  in  origin.  The  result  of  this  is  to  produce 
in  the  uneducated  man  a  belief  that  he  is  going  insane. 
This  is  naturally  a  fear  which  he  is  apt  to  keep  to  himself, 
and  one  which  is  bound  to  increase  his  worry  and  therefore 
make  his  symptoms  worse  or  more  permanent  unless  he  can 
have  the  situation  carefully  explained  to  him  and  this  redic- 
ulous  fancy  dispelled.  It  is  therefore  of  first  importance 
for  the  physician  to  establish  friendly  relationship  with  the 
patient  and  to  encourage  him  to  bring  his  troubles  to  the 
consulting  room  for  discussion  and  advice.  Improvement 
when  some  quite  simple  personal  problem  has  been  cleared 
up  is  sometimes  so  rapid  as  to  be  startling.  In  connection 
with  this  individual  treatment  one  factor  must  not  be  lost 
sight  of :  the  majority  of  the  men  who  are  now  fighting 
in  all  the  armies  in  Europe  are  essentially  civilians.  For 
the  greater  part  of  their  lives  therefore  they  have  been 
accustomed  to  natural  and  friendly  social  contacts.  In  the 
army  the  demands  of  discipline  necessitate  much  more 
artificiality,  particularly  in  the  relationship  between  officers 
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and  men.  As  a  result  the  private  soldier  is  very  apt  to  feel 
a  need  for  friendly  advice  such  as  he  was  able  to  receive  in 
times  of  peace  from  his  physician,  employer  or  clergyman. 
Not  unnaturally  a  feeling  of  isolation  may  grow  up  during 
his  military  life  which  operates  to  increase  his  dissatisfac- 
tion with  the  employment  that  is  forced  upon  him.  The 
private  soldier  is  therefore  extraordinarily  affected  for  the 
better  when  any  sympathy  is  shown  him  by  a  superior 
officer  such  as  his  physician  is.  Any  hospital  in  which  a 
minimum  of  stress  is  laid  on  military  artificialities  is  incom- 
parably more  successful  in  the  treatment  of  these  cases  than 
is  one  where  military  discipline  is  rigidly  enforced,  and,  it 
may  be  added,  a  wise  laxity  in  this  regard  tends  to  increase 
the  respect  which  the  private  soldier  feels  for  his  superiors 
rather  than  to  diminish  it. 

Any  physician  who  has  a  reasonable  fund  of  common 
sense  and  a  natural  interest  in  his  patients  is  bound  to  be 
successful  in  the  treatment  of  many  of  these  cases.  On 
the  other  hand,  as  has  been  said  before,  great  care  must  be 
taken  not  to  confuse  sympathy  for  the  patient  with  that 
sympathy  for  the  patient's  suffering  which  fosters  a  hypo- 
chondriacal tendency,  For  this  reason  the  man  who  can 
best  treat  the  war  neuroses  is  he  who  has  had  years  of 
experience  in  handling  neurotic  patients  and  has  learned  to 
be  sympathetic  with  the  sufferer  as  an  individual  and  yet  to 
be  impatient  with  the  symptoms  as  such. 

After  these  general  statements  as  to  the  causation,  symp- 
tomatology and  treatment  of  the  conversion  hysterias  it  may 
be  well  to  quote  a  few  illustrative  cases. 

Case  XVII.  The  patient  is  a  lieutenant  in  the  Royal  Flying  Corps, 
aged  23.  His  clinical  history  gives  an  excellent  example  of  final 
symptoms  representing  a  regression  to  a  previous  disability,  which 
had  occasioned  him  some  worry.  In  make-up  he  was  apparently  an 
unusually  normal  individual  who  had  at  no  time  shown  any  neurotic 
tendencies  and  had  a  frank  and  open  personality.  He  had  supported 
himself  from  the  age  of  14,  at  which  time  his  father  died,  had 
been  successful  in  business,  and  had  in  addition  found  time  to 
develop  into  quite  an  athlete,  as  well  as  to  become  socially  popular 
with  both  sexes.  He  entered  the  army  in  the  first  year  of  the  war, 
took  well  to  his  training  and  enjoyed  the  fighting  keenly.  For  over 
a  year  he  was  in  the  infantry.    About  a  year  before  the  onset  of  his 
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symptoms  he  was  caught  suddenly  in  a  gas  attack  from  which  he 
suffered  severely.  He  was  in  bed  for  some  days  and  then,  although 
he  recovered  rather  quickly  in  other  respects,  had  a  severe  tracheitis 
and  laryngitis  that  persisted  for  weeks.  Not  unnaturally  he  was  able 
to  do  no  more  than  whisper  for  some  time.  As  it  happened,  this 
disability  was  a  considerable  blow  to  the  patient  because  lie  had 
always  taken  a  considerable  interest  in  his  voice.  He  had  been  a  good 
singer  and  was  very  proud  of  his  ability  to  make  his  voice  carry  on 
the  parade  ground  for  a  much  greater  distance  than  could  his  brother 
officers.  When  his  voice  returned  he  was  much  worried  to  find  that 
any  effort  to  shout  caused  it  to  become  worse,  after  which  his  voice 
would  be  quite  weak  for  some  hours  or  days.  On  the  first  occasion 
when  he  was  granted  leave  he  went  to  London  and  consulted  a 
laryngologist,  who  unfortunately  told  him  that  he  would  never  be 
able  to  sing  again.  This  was  a  distinct  blow  and  he  worried  about  it 
considerably,  although  this  worry  never  was  severe  enough  to 
incapacitate  him  as  a  soldier  in  the  slightest  degree.  He  continued 
to  enjoy  the  life  extremely. 

As  he  was  obviously  fitted  for  that  type  of  work  he  was  transferred 
from  the  infantry  to  the  Royal  Flying  Corps  and  soon  became  an 
expert  airman.  In  the  Spring  of  1917  he  one  day  went  over  the 
enemies'  lines  and  made  the  necessary  observations  so  quickly  as  to 
avoid  attack.  While  returning  he  was  shot  at  by  the  anti-aircraft 
guns.  The  shrapnel,  so  far  as  he  was  aware,  although  bursting 
thickly  aroimd  him,  did  not  hit  him  or  his  machine,  but  he  considered 
it  advisable  to  return  to  his  own  lines.  As  a  matter  of  fact  one  of  the 
wings  of  his  machine  had  been  hit  and  consequently  weakened.  The 
sudden  strain  thrown  on  this  wing  when  he  was  landing  caused  it  to 
break,  so  that  he  crashed  to  the  ground.  Careful  inquiry  failed  to 
reveal  any  history  or  his  feeling  at  all  upset  or  nervous  prior  to  the 
instant  of  this  accident.  As  a  matter  of  fact  he  was  elated  over  his 
success.  After  striking  the  ground  he  was  unconscious  for  three 
hours.  When  he  came  to.  he  saw  his  servant  in  the  distance  and 
tried  to  attract  his  attention.  Whether  he  attempted  to  shout  and 
found  his  voice  too  weak  or  not  he  was  unable  to  remember,  as  his 
memory  was  never  entirely  clear  for  the  first  few  minutes  after 
recovering  consciousness.  At  any  rate,  it  was  some  time  before  the 
servant  came  to  him  and  when  he  did  he  found  the  patient  unable  to 
speak.  It  seems  reasonable  to  suppose  that  with  the  concussion  he 
received  and  the  consequent  mental  confusion  his  mind  harked  back 
to  the  only  physical  trouble  which  he  had  ever  known,  namely,  the 
disturbance  of  his  voice  that  had  worried  him  so  much.  He  may 
have  lived  over  in  this  brief  period  of  confusion  the  previous  accident 
when  he  was  gassed.  At  any  rate,  he  seems  to  have  automatically 
begun  to  protect  his  voice  as  he  had  trained  himself  to  do  for  the 
last  year.  This  time,  however,  the  effort  of  protection  was  so 
extreme  as  to  be  pathological  and  resulted  in  total  disuse  of  his  voice. 
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The  concussion  from  which  he  suffered  seems  to  have  been  mild  in 
degree,  for  after  a  couple  of  days'  rest  he  felt  quite  well  physically. 
For  two  weeks  he  was  in  a  hospital  in  France  and  then,  as  there  was 
no  improvement  in  his  mutism,  he  was  sent  to  England,  where  I  saw 
him  three  weeks  after  the  accident.  In  this  hospital  efforts  were  at 
once  made  to  make  him  talk,  and  these  speedily  were  successful 
in  so  far  as  he  learned  to  whisper  a  few  words.  He  was  soon  able  to 
whisper  anything  that  he  wished  to  say,  although  it  seemed  always 
to  require  a  greater  mental  than  physical  effort.  By  making  him 
cough  and  then  say  "ah"  he  gained  the  use  of  the  voiced  sounds. 
Another  symptom  then  developed,  namely,  that  of  stammering.  It 
seemed  as  if  he  could  bring  himself  to  say  not  more  than  one  or  two 
words  with  one  breath.  By  training  him  to  say  two,  three,  four  and 
then  five  letters  of  the  alphabet  in  one  expiration  he  was  able  to 
make  considerable  improvement  in  this.  Finally,  under  mild 
hypnosis  that  was  practically  nothing  more  than  distraction,  normal 
speech  was  attained  that  produced  an  even,  uninterrupted  repetition 
of  the  alphabet.  He  was  forced  lo  apply  this  smoothness  in  utterance 
to  his  ordinary  conversation  at  once,  and  did  not  relapse.  The  next 
stage  in  his  treatment  was  to  get  him  to  sing,  and  after  a  few  weeks' 
practice  he  discovered  that  his  singing  voice  was  practically  as  good 
as  it  ever  had  been.  The  total  treatment  lasted  about  six  weeks,  but 
would  not  have  required  so  much  time  had  the  physician  who  was 
taking  charge  of  it  been  able  to  see  the  patient  every  day. 

The  next  case  also  illustrates  a  probable  regression  to  a 
previous  laryngitis  with  the  production  of  mutism. 

Case  XVIII.  The  patient  is  a  private,  aged  26,  who  had  a  normal 
make-up  apparently  but  was  not  sufficiently  intelligent  to  answer  all 
the  questions  concerning  the  minuter  details  of  his  mental  life.  It 
was  impossible  to  induce  him  to  give  any  data  as  to  his  subjective 
experience — in  fact  he  seemed  to  be  one  of  those  individuals  who 
are  totally  incapable  of  any  introspection.  Before  his  symptoms 
developed  he  had  been  fifteen  months  in  France  and  had  not  received 
a  scratch.  At  first  he  had  been  in  the  Ypres  section,  and  there  had 
been  sickened  by  the  sight  of  wounds,  did  not  like  the  idea  of 
having  to  kill  the  Germans,  and  was  frightened  by  the  shells.  He 
got  used  to  all  these  things,  however,  and  then  rather  liked  the 
warfare.  He  was  particularly  proud  of  the  work  of  the  bombing 
squad  of  which  he  was  a  member.  He  was  able  to  give  no  history 
of  exhaustion,  nervousness  or  bad  dreams  before  his  final  accident. 
While  at  Ypres  he  was  gassed  and  laid  up  for  a  week.  He  had  little 
recollection  of  what  symptoms  he  showed  at  that  time  or  of  any 
resemblance  they  might  have  to  the  ones  he  developed  later.  In 
July,  1916,  he  was  blown  up  by  a  shell  which  he  could  remember 
seeing  as  it  burst  at  his  side.    His  companions  told  him  that  he  was 
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blown  into  the  air.  He  received  a  wound  in  the  back  and  the  right 
arm  and  lost  a  great  deal  of  blood.  Pie  was  operated  on  and  came  to 
only  after  several  days.  He  then  found  himself  with  a  bad  headache, 
dizzy,  and  with  consciousness  coming  and  going  for  several  days. 
The  first  time  he  was  conscious  it  lasted  for  only  a  few  seconds. 
The  next  time  a  nurse  was  there  who  spoke  to  him.  He  coulcl  not 
understand  what  she  said  and  tried  to  speak.  He  found  he  could 
not.  This  was  possibly  due  either  to  weakness  or  to  aphasia  which 
so  many  patients  suffering  from  concussion  show  for  a  short  time. 
The  patient  was  also  deaf  for  some  days  and  it  is  possible  that  not 
being  able  to  hear  any  sounds  which  he  did  make  he  developed  the 
idea  that  he  was  really  dumb.  For  some  time  he  was  so  numb  all 
over  that  he  could  not  feel  his  wounds.  This  was  possibly  also  an 
hysterical  symptom  that  was  essentially  a  protective  matter.  At  any 
rate,  he  was  mute  from  then  on.  He  had  difficulty  in  thinking  for 
several  weeks.  His  memory  for  these  first  weeks  was  extremely 
vague  and  he  may  have  been  subjected  to  some  shocks  during  this 
period  which  he  later  forgot.  He  was  at  this  time  in  a  hospital  that 
was  subject  to  bombardment.  And  he  remembers  that  he  was 
"jumpy  "  there,  and  fearful  when  anyone  approached  him.  Night- 
mares began  which  continued  for  a  year  with  gradual  improvement. 
The  setting  of  these  dreams  was  always  in  France  with  a  constant 
content  of  being  wounded  and  having  a  fear  of  death,  the  latter  fear 
predominating  over  any  anxiety  about  wounds.  He  said  that  in 
these  first  weeks  he  thought  of  the  fighting  all  the  time  and  that 
when  the  acuity  of  his  consciousness  would  lapse  he  would  see  the 
trenches  and  the  enemy,  but  did  not  have  any  hallucination  of 
hearing. 

The  patient  was  treated  in  general  hospitals  for  ten  months  and 
showed  no  improvement  whatever  except  in  that  his  dreams  became 
somewhat  less  insistent.  He  was  then  transferred  to  a  special 
hospital  where  improvement  began  at  once  and  had  continued 
steadily  throughout  the  month  that  had  elapsed  before  I  examined 
him.  He  was  then  able  to  speak  and  make  all  the  necessary  voiced 
sounds,  but  suffered  considerably  from  stammering  and  a  distortion 
due  to  over-action  of  the  lips  and  tongue.  He  could  sing,  however, 
with  only  an  occasional  stumbling. 

As  has  been  said,  the  patient  was  not  able  to  give  a  fully 
intelligent  account  of  his  symptoms  or  mental  state  at 
different  times.  Any  explanation  as  to  psychological 
mechanisms  of  his  mutism  must  therefore  remain  purely 
speculations.  There  can  be  no  doubt  that  he  suffered  from 
a  severe  concussion  and  that  the  symptoms  he  showed  on 
recovering  consciousness — weakness,  deafness  and  con- 
fusion— could  be  attributed  directly  to  the  physical  effects 
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of  the  concussion.  Whether  the  dumbness  was  due  to  the 
weakness,  the  deafness,  or  was  a  direct  product  of  a  tempo- 
rary aphasia  it  is  impossible  to  say.  Myers  has  suggested 
that  mutism  may  be  psychologically  an  outcome  of  stupor. 
Stupor  is,  he  says,  essentially  a  shutting  out  of  the  en- 
vironment and,  as  speech  is  the  chief  means  of  communi- 
cation which  an  individual  has  with  his  environment,  it  is 
not  unnatural  that  mutism  should  survive  and  represent 
symbolically  the  lack  of  contact  with  his  surroundings.  As 
I  have  not  had  an  opportunity  of  examining  these  cases  at 
this  stage  I  am  not  competent  to  criticise  this  view  with  any 
assurance.  This  would  certainly  be  a  natural  type  of  mech- 
anism and  fits  in  well  with  what  we  know  of  stupors  and 
hysterias  in  times  of  peace,  but  this  applies  to  stupors  that 
are  functional  and  not  organic  in  origin.  In  the  case  just 
quoted,  for  instance,  the  symptoms  of  an  organic  type  are 
sufficiently  evident  to  justify  the  belief  that  the  unconscious- 
ness from  which  he  suffered  was  not  at  all  functional  but 
depended  upon  the  concussion  directly. 

Case  XIX.  The  patient  is  a  corporal  who  was  apparently  normal 
in  mental  make-up  except  for  some  shyness  with  the  opposite  sex. 
He  went  to  France  in  May,  1915,  after  some  months  of  training  to 
which  he  adapted  himself  well.  He  was  at  once  exposed  to  eighteen 
days  of  almost  continuous  bombardment  He  was  frightened  at  first, 
but  got  used  to  it,  and  settled  down  to  his  work  quite  satisfactorily. 
In  September,  1915,  the  weather  had  been  very  bad  and  he  got  tired 
of  the  situation.  He  began  to  have  bad  dreams.  Most  of  these  were 
of  the  peace  type  of  falling  into  a  deep  hole,  but  he  also  had  night- 
maresof  being  shelled.  His  account  of  this  period  was  rather  indefinite. 
He  admitted,  however,  that  he  was  so  tired  of  the  situation  he 
thought  of  committing  suicide.  He  also  wished  that  a  shell  would 
come  and  give  him  an  incapacitating  wound  or  else  kill  him.  He  be- 
gan to  have  pains  in  his  head,  arms  and  legs,  and  was  feeling  distinctly 
"groggy"  when  a  gas  attack  came.  He  thinks  he  may  have  gotten 
a  whiff  of  the  gas;  at  any  rate  he  felt  giddy,  but  was  able  to  pull  off 
his  mask  for  an  instant  and  take  a  swallow  of  water.  This  made  him 
feel  a  bit  better  and  the  gas  having  passed  he  came  out  of  the  dugout 
into  the  open  air.  He  felt  somewhat  fatigued  after  this  experience, 
however,  and  was  much  relieved  when  his  company  was  ordered 
back  that  night.  Ones  back  to  the  lines,  however,  he  got  very  shaky 
and  finally  collapsed,  falling  in  a  heap  on  a  pile  of  straw.  At  the 
time  of  this  collapse  he  did  not  lose  consciousness  at  all.  From  his 
own  account  and  from  notes  made  at  the  hospital  to  which  he  was  im- 
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mediately  taken,  it  seems  likely  that  he  had  an  attack  of  acute  articular 
rheumatism.  He  had  a  sore  throat  and  a  pain  in  his  head  which  would 
shoot  down  to  his  left  shoulder  and  to  his  finger  tips,  and  also  shot 
through  his  legs.  The  pain  was  particularly  agonizing  in  the  right 
leg  whenever  his  knee  joint  was  moved.  This  pain  persisted  for  a 
month  after  being  in  the  hospital.  He  said  his  leg  was  like  a  log  from 
the  time  of  this  collapse  on  the  straw.  This  was  an  hysterical  symptom 
of  some  duration,  for  when  the  pains  left  him  after  a  month  in  the 
hospital  his  right  leg  was  paralyzed,  with  an  anaesthesia  of  the  skin 
of  the  whole  leg.  He  was  got  up  out  of  bed  but  he  had  a  gait  typical 
of  hysterical  monoplegia,  and  had  to  walk  with  a  crutch.  The  use  of 
this  led  to  a  crutch  palsy,  and  after  a  month  or  so  he  had  paralysis  of 
the  right  arm,  purely  hysterical,  and  also  accompanied  with  a  super- 
ficial anaesthesia.  These  symptoms  persisted  for  eight  months  before 
I  examined  him,  at  which  time  the  power  of  both  arm  and  leg  were 
steadily  improving  with  methods  of  re-education. 

The  mechanism  for  this  conversion  hysteria  seems  fairly 
plain.  The  patient  was  tired  of  the  situation  in  which  he 
found  himself  and  was  anxious  to  receive  some  sort  of  an 
injury  which  would  incapacitate  him  for  active  service. 
Then  he  had  what  was  apparently  an  attack  of  acute  arthri- 
tis in  the  right  knee  which  caused  him  great  pain  whenever 
his  leg  moved.  The  paralysis,  which  then  developed,  can  be 
easily  explained  as  a  protective  reaction,  since  it  immobil- 
ized the  knee  joint.  The  explanation  for  its  persistence  and 
for  the  development  of  the  paralysis  of  the  arm  is  equally 
simple.  These  disabilities  provided  ample  occasion  for  his 
continued  absence  from  the  front.  It  may  be  added  that 
these  paralyses  were  accompanied  by  the  typical,  hysterical, 
mental  attitude,  for  the  patient  was  unable  to  imagine  him- 
self using  his  leg  at  all. 

But  this  patient  also  showed  other  symptoms.  It  has  been 
mentioned  that  he  wished  for  death  and  that  he  had  had 
some  nightmares  of  fighting.  He  therefore  was  in  the  men- 
tal state  prior  to  his  rheumatism  of  a  man  who  develops  an 
anxiety  condition,  and  had  also  begun  to  show  some  symp- 
toms of  it.  When  he  was  removed  to  the  hospital  he  began 
to  have  more  severe  nightmares,  although  he  never  had  any 
anxiety  symptoms  during  the  day  that  were  at  all  severe  or 
noticeable.  Complicating  the  conversion  hysteria,  there- 
fore, he  had  a  mild  anxiety  state.  This  was  always  in  the 
background,  for  the  dreams  became  infrequent  and  less 
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severe  long  before  there  was  any  improvement  at  all  in 
his  paralysis. 

The  following  three  eases  represent  the  development  of 
hysterical  phenomena  as  a  continuance  of  disabilities  that 
are  more  or  less  organic. 

CAse  XX.  The  patient  is  a  private  in  the  heavy  artillery  who  en- 
listed in  December,  1914,  but  did  not  reach  France  until  March,  1916. 
His  history  showed  that  he  had  some  mild  neurotic  tendencies  inas- 
much as  he  was  afraid  of  high  places,  uncomfortable  in  thunder-storms, 
and  did  not  like  to  go  into  tunnels.  In  other  respects  he  was  quite 
normal  and  seemed  to  have  an  open  personality  and  to  be  quite  sociable. 
He  was  happily  married. 

He  enjoyed  his  work  at  the  front  tremendously  and  the  severe  strain 
of  long  continued  duration  produced  no  symptoms,  not  even  subjec- 
tive fatigue.  On  August  2,  1916,  when  he  had  been  fighting  for  four 
months,  he  was  buried  by  the  earth  thrown  up  from  the  explosion  of 
a  heavy  shell,  and  suffered  severe  concussion.  Consciousness,  that  he 
could  remember,  returned  only  after  three  weeks,  and  following  that 
for  about  ten  days  he  suffered  from  lapses  of  consciousness  whenever 
he  exerted  himself  in  the  slightest  degree.  For  months  he  continued 
to  be  extremely  weak.  Soon  after  recovering  consciousness  for  the 
first  time  he  found  that  he  was  easily  startled  by  sudden  noises,  but 
had  only  occasional  nightmares  of  righting,  and  absolutely  no  con- 
tinuous anxiety  during  the  day.  He  was,  as  is  often  the  case  after 
severe  concussion,  subject  to  almost  constant  tremors  that  were  inde- 
pendent of  any  conscious  anxiety.  This  "  shakiness, "  as  he  termed 
it,  continued  whenever  he  made  any  exertion  for  some  months,  and 
he  found  that  the  only  way  that  he  could  control  it  was  to  cross  his 
legs  and  hold  them  stiffly  in  this  position.  At  first,  of  course,  he 
was  too  weak  to  stand.  Later,  when  his  strength  had  returned,  he  found 
that  whenever  he  would  attempt  to  get  out  of  bed  his  legs  would  go 
immediately  into  an  adductor  spasm  and  shake  violently.  He  was 
treated  with  no  improvement  whatever  in  general  hospitals  for  some 
eleven  months,  and  was  then  transferred  to  a  special  hospital  where  I 
saw  him  only  for  four  days  after  he  had  been  admitted  there.  The 
treatment  given  was  to  stretch  forcibly  the  adductors  of  the  thighs  by 
pulling  his  feet  apart.  This  was  continued  until  the  adductor  muscles 
were  exhausted  and  incapable  of  further  contraction.  He  was  then  put 
on  his  feet  and,  being  supported,  was  encouraged  to  walk.  For  the 
first  time  he  was  able  to  get  one  leg  past  the  other.  During  the  four 
days  that  had  elapsed  he  had  lost  the  spasm  in  his  left  thigh  almost  com- 
pletely and  was  able  with  an  effort  to  control  that  in  his  right.  The 
tremors  too  had  almost  entirely  disappeared.  He  felt  himself  that  he 
would  be  quite  well  in  a  few  days.  This  case  is  a  dramatic  example 
of  how  simple  a  matter  it  is  to  cure  these  hysterical  symptoms,  in 
spite  of  long  duration,  when  once  rational  treatment  is  employed. 
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In  connection  with  this  gait  disturbance  it  might  be  well 
to  recall  Case  IX.  This  patient  it  will  be  remembered  de- 
veloped a  similar  condition  of  spasticity  when  he  attempted 
to  walk  on  leaving  his  bed  for  the  first  time.  With  hjm, 
too,  the  spasm  developed  as  an  effort  to  control  the  violent 
tremors  of  his  legs,  but  these  tremors  were  probably  much 
more  functional  in  origin  than  those  present  in  the  patient 
whose  history  has  just  been  quoted. 

Case  XXI.  The  patient  is  a  private,  aged  25,  whose  only  neurotic 
tendencies  had  been  a  fear  of  lightning  and  of  snow.  He  had,  how- 
ever, rather  a  poor  personality,  enjoying  distinctly  low  ideas  and 
being  rather  given  to  lying,  although  not  at  all  in  a  malicious  way. 
He  enlisted  in  the  regular  army  in  1911,  but  deserted  before  long  and 
became  a  professional  foot-ball  player.  When  the  war  broke  out  he 
reenlisted  and  went  to  France  in  September,  1914. 

He  fought  for  six  months  and  claimed  to  have  enjoyed  this  first 
period  of  fighting.  It  was  terminated,  however,  by  an  accident  when 
he  fell  into  a  deep  dugout,  fracturing  both  his  ankles,  and  suffering 
frost-bite  before  he  could  be  taken  back  to  the  hospital.  This  ex- 
perience seems  to  have  given  him  a  distaste  for  the  war.  He  was 
back  in  England  for  three  or  four  months,  and  then  did  not  wish  to 
return  to  France  so  soon.  Even  on  the  way  back  he  began  to  be 
frightened  at  the  prospect.  He  was  kept  for  two  months  in  barracks 
and  then  went  up  the  line.  He  approached  the  trenches  feeling 
quite  anxious  and,  on  arrival,  got  immediately  into  a  panic  but  was 
saved  from  further  difficulties  by  being  wounded  through  the  thigh 
almost  at  once.  This  was  a  minor  injury  but  it  necessitated  his 
remaining  in  a  hospital  for  a  couple  of  weeks.  This  hospital  was 
exposed  to  occasional  shell  fire  and  the  patient  found  that  he  was 
constantly  starting  at  the  noises  and  now  and  again  had  nightmares 
of  fighting,  although  he  would  sleep  through  many  nights  without 
any  disturbance  whatever.  He  was  then  sent  back  to  his  base  for 
some  time,  where  he  had  no  more  nightmares  at  all,  but  was  still 
"jumpy"  when  any  particularly  loud  noise  would  occur.  A  fear  of 
going  back  to  the  line  had  by  this  time  become  a  settled  part  of  his  char- 
acter. He  was  returned  for  three  weeks  to  the  trenches  during  which 
time  he  was  constantly  in  fear  but  developed  no  symptoms  whatever. 
This  brief  period  of  fighting  was  again  terminated  when  he  received 
some  superficial  wounds  from  fragments  of  a  shell,  and  this  time  he 
was  fortunate  enough  to  be  sent  back  to  England  for  five  months. 
He  returned  again  in  May,  1916,  and  fought  till  September.  During 
this  time  one  gathers  that  he  tried  hard  to  work  up  the  symptoms  of 
appendicitis  and  trench  fever  but  was  never  able  to  convince  the 
medical  officer  that  there  was  anything  serious  the  matter  with  him. 
lie  was  frightened,  of  course,  but  always  slept  well  and  had  no  night- 
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mares.  In  the  middle  of  September  he  saw  one  of  his  own  men  run 
over  and  crushed  by  a  tank  and,  for  the  first  time,  he  felt  horror. 
From  then  on  any  sight  of  blood  affected  him.  Two  or  three  hours 
after  this  unpleasant  experience  he  was  shot  in  the  right  forearm 
(another  flesh  wound)  which  caused  his  removal  to  a  dressing  station 
and  then  to  a  rest  camp.  He  was  in  the  latter  for  two  weeks,  during 
which  time  he  felt  constantly  afraid  of  returning  to  the  trenches  and 
was  very  loth  to  get  better.  From  the  rest  camp  he  was  sent  to  the 
base  to  join  another  battalion  and  was  then  thrown  into  the  line 
again.  He  was  there  for  three  days,  during  which  time  he  suffered 
considerably  from  his  horror  of  bloodshed  and  from  his  constant  fear. 
He  was  therefore  much  relieved  when  after  only  three  days'  fighting 
he  fractured  his  left  collar-bone  and  left  wrist.  He  was  sent  back  to 
a  casualty  clearing  station,  and  was  only  too  glad  to  give  a  pint  and  a 
half  of  his  blood  for  transfusion  as  he  was  rewarded  for  this  by  being 
shipped  home  to  England.  After  a  few  weeks  his  left  arm  came  out 
of  the  splint,  when  he  discovered  (probably  not  without  satisfaction) 
that  his  arm  was  paralyzed.  He  remained  without  the  use  of  this 
limb  for  five  months  during  which  time  all  kinds  of  treatment  were 
attempted.  He  was  then  sent  to  a  special  hospital  where  simple 
methods  of  reeducation  resulted  quite  quickly  in  the  steady  return  of 
strength  to  his  arm.  It  is  interesting  to  note  that  once  his  hysteri- 
cal paralysis  began  to  improve  he  developed  some  nightmares.  This, 
presumably,  indicates  the  strong  resistance  he  felt  to  the  idea  of 
returning  to  the  front. 

The  following  case  could  perhaps  be  described  as  an 
atypical  anxiety  state  but  is  probably  better  grouped  with 
the  hysterias  inasmuch  as  tremors  and  weakness  and  diges- 
tive disturbances  were  more  prominent  than  the  signs  of 
pure  anxiety.  The  case  is  also  important  as  it  shows  how 
poor  a  soldier  the  individual  makes  who  up  to  the  time  of 
enlistment  has  been  a  highly  neurotic  individual.  It  is  not 
improbable  that  his  symptoms  were  typical  because  he  was 
suffering  as  much  from  a  peace  as  from  a  war  neurosis. 

Cask  XXII  is  a  private,  aged  23.  He  had  always  been  nervous. 
As  a  child  he  would  scream  if  left  alone  either  day  or  night.  He  had 
such  fear  of  falling  that  he  could  not  approach  a  window.  It  required 
the  greatest  effort  for  him  to  enter  a  subway.  He  was  afraid  of 
lightning.  He  hated  to  see  anybody  fighting,  and  accidents  made 
him  sick.  He  would  pant  with  anxiety  if  he  heard  fire-engine  bells. 
He  also  had  suffered  from  occasional  bilious  attacks.  Frequently  he 
dreamed  that  the  house  was  on  fire.  When  the  Zeppelin  raids  began 
over  London  he  was  terrified  by  them.  He  was  so  seclusive  that  he 
had  never  made  any  friends  with  either  sex,  and  had  such  poor  stuff 
in  him  that  his  brothers  called  him  a  girl  and  not  a  boy. 
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This  individual,  so  poorly  adapted  to  civilian  life,  enlisted  in 
October,  1915,  and  went  to  France  four  months  later.  The  training 
in  an  artillery  company  did  him  good  physically,  but  it  led  to 
further  difficulties  mentally  and  nervously.  He  could  not  make  any 
friends  and  was  constantly  afraid  of  doing  things  wrong.  Fear  of 
the  fighting,  that  was  to  come,  increased  steadily  as  the  time  grew 
near  when  he  would  have  to  go  to  the  front.  On  reaching  France  he 
was  at  first  back  of  the  front  line  of  trenches,  and  consequently  he 
saw  very  little  fighting  for  some  time.  Some  enemy  aeroplanes 
appeared,  however,  which  scared  him  horribly,  and  for  some  nights 
he  could  not  get  to  sleep  thinking  of  them.  For  the  first  month  he 
was  busy  carrying  rations  and  munitions  from  the  rear  up  to  the 
communication  trenches;  then  he  began  to  work  with  his  battery. 
For  the  first  three  weeks  the  battery  remained  immune  from  attack; 
then  it  was  shelled.  The  patient  was  frightened  horribly  and  could 
not  help  crying  out  "What  a  terrible  one  that  was!"  whenever  a 
shell  came.  He  was  promptly  told  to  keep  quiet  but  was  unable  to 
do  so.  In  subsequent  bombardments  he  would  listen  attentively  to 
the  successive  reports  from  the  guns,  and  convince  himself  that  the 
enemy  guns  were  coming  closer.  The  first  sight  of  the  wounded 
affected  him  so  extremely  that  he  almost  cried,  although  somehow  or 
other  he  managed  to  get  used  to  this  sufficiently  for  him  to  continue 
at  work.  From  the  time  when  he  first  approached  the  line,  however, 
he  began  to  dream  of  the  enemy  coming  after  him  with  bayonets. 
These  nightmares  of  course  disturbed  his  sleep,  and  he  also  had  great 
difficulty  in  ge citing  to  sleep  at  all  when  he  lay  down  to  rest. 
Although  he  got  gradually  worse  he  somehow  or  other  managed  to 
continue  in  his  ineffective  way  for  some  nine  months.  His  battery 
was  finally  relieved  and  sent  to  a  rest  camp  where  he  at  once  felt  a 
little  better.  Then  a  false  report  came  that  the  battalion  was  to  re- 
turn to  the  front.  The  patient  at  once  collapsed.  He  could  not  stand, 
was  shaking  all  the  time,  crying  and  vomiting.  The  nightmares 
became  so  severe  that  he  could  not  sleep  at  all  for  four  nights  after 
his  admission  to  a  hospital.  For  some  days  also  he  was  able  to  keep 
nothing  whatever  on  his  stomach,  and  during  the  six  months  that 
had  elapsed  since  that  time  when  I  saw  him  he  had  not  eaten  a  single 
full  meal.  He  was  sent  back  to  England  and  treated  in  various  hos- 
pitals. He  improved  twice,  being  able  once  to  walk  from  one  bed  to 
another,  although  he  often  fell  with  giddiness,  after  which  he  would 
shake  terribly  and  sweat  profusely.  This  improvement  lasted  for  a 
week.  There  was  then  some  talk  of  his  being  sent  to  a  convalescent 
hospital.  The  patient  began  to  fear  that,  if  he  recovered,  he  would 
be  sent  back  to  France,  and  although  this  was  more  a  passing  idea 
than  a  constant  worry,  it  may  explain  the  fact  that  he  fell  down  again 
when  this  transfer  was  imminent  and  was  not  able  to  get  up  again. 
He  was  sent  to  the  convalescent  home,  however,  where  he  improved 
again,  this  time  with  electrical  treatment.    He  got  so  that  he  could 
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walk  but  then  pains  developed  in  his  back  and  across  his  hips  which 
soon  put  a  stop  to  his  walking.  He  had  been  told  that  he  would  not 
be  sent  from  the  convalescent  home  to  a  special  hospital  unless  he 
became  worse  again,  and  probably  this  is  what  caused  the  develop- 
ment of  the  pains.  When  I  saw  him  he  had  been  in  this  special  hos- 
pital for  ten  days  during  which  time  he  had  become  much  less  shaky 
although  he  was  still  unable  to  walk.  He  had  a  rigidity  of  the  muscles 
along  his  spine  and  some  diminishing  signs  of  hyperthyroidism. 
His  dreams  had  become  much  belter — that  is  his  nightmares  of  being 
bayoneted  were  tending  to  disappear,  but  he  was  troubled  with  other 
nightmares  of  the  peace  type;  for  instance  he  would  dream  that  the 
hospital  was  on  fire,  or  that  Zeppelins  were  going  to  come.  Once 
while  sleeping  on  a  balcony  he  dreamed  that  it  collapsed  but  that  he 
hung  on  to  the  edge  with  his  fingers.  He  awoke  screaming  to  the 
nurse  to  come  and  rescue  him. 

The  following  case  shows  how  an  anxiety  state  in  an 
officer  can  be  inhibited  from  further  development  when  other 
symptoms  develop — in  this  case  symptoms  of  a  gastric 
neurosis. 

Case  XXIII.  The  patient  is  a  lieutenant,  aged  24.  He  had  never 
had  any  illness  in  his  life,  but  had  always  been  of  a  high-strung 
nervous  temperament.  He  was  afraid  of  the  dark  as  a  child  and  had 
night  terrors.  These  were  mainly  of  falling  into  a  huge  funnel  and 
being  jammed  in  the  bottom.  He  had  had  no  fear  of  thunder-storms 
or  of  tunnels,  but  would  become  rather  excited  and  could  not  trust 
himself  if  he  were  in  a  high  place.  He  was  shy  with  girls  and  saw 
nothing  of  them  until  he  left  school  at  18,  but  thought  that  he  had 
improved  somewhat  in  this  respect  as  he  grew  older — in  fact  he  has 
recently  become  engaged.  His  social  relationships  with  those  of  his 
own  sex  were  apparently  quite  normal.  It  is  important  to  note  that 
he  had  always  been  sensitive  to  pain  and  more  than  normally  sympa- 
thetic. Once  when  he  was  a  boy  a  companion  took  him  into  a 
butcher's  yard  to  see  a  pig  killed.  This  upset  him  greatly  and  he 
felt  excited  for  some  time  after. 

He  enlisted  as  a  private  in  September,  1914,  and  reacted  well  to  his 
training  except  that  he  was  troubled  with  a  little  fear  of  being  a 
coward  in  France.  He  conquered  this,  however,  to  the  point  of  being 
able  to  look  forward  to  the  trial,  and  when  he  went  there  in  March, 
1915,  he  was  pleased  to  find  that  his  nerve  was  as  good  as  that  of  the 
rest.  He  got  used  to  being  shelled  quite  quickly  but  found  in  the 
nine  months  of  fighting,  during  which  he  served,  that,  so  long  as  he 
was  in  perfect  physical  condition,  he  had  the  feeling  that  nothing 
could  hurt  him,  but  that  whenever  he  became  tired  this  conviction 
would  disappear.  After  seven  months  of  fighting  he  was  exposed  to 
a  monotonous  bombardment  with  howitzers  for  three  days.    He  and 
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his  comrades  were  in  an  advanced  "  bay  "  and  it  was  only  a  question 
of  time  before  every  man  would  be  killed  in  all  probability.  Nothing 
happened  to  him,  however,  before  he  was  relieved.  He  was  calm 
mentally  but  could  not  stop  shaking  for  three  hours  after  leaving  the 
trenches.  Following  this  experience  he  was  "jumpy  "  and  felt  dis- 
appointed in  himself.  He  did  not  lose  sleep,  however,  or  have  any 
nightmares,  but  found  it  gradually  more  difficult  to  control  himself 
whenever  a  methodical  bombardment  was  in  progress.  In  December, 
1915,  he  was  sent  bick  to  England  to  receive  training  as  an  officer, 
which  lasted  for  six  months.  He  was  glad  of  the  rest  but  disappointed 
to  find  that  it  did  not  do  him  so  much  good  as  he  had  hoped.  He 
went  to  work  to  have  as  good  a  time  as  possible  because  he  expected 
that  he  would  be  killed  when  he  went  back  to  France.  He  was  much 
more  worried  at  the  thought  of  going  to  pieces  nervously  than  by  any 
fear  of  death  itself.  He  went  back  as  lieutenant  in  June,  1916,  and 
found  that  it  cost  more  effort  than  before  to  control  his  fear.  The 
strain  of  constantly  encouraging  his  men  told  on  him.  He  did  not 
actually  lose  sleep,  but  always  felt  heavy  when  he  awoke  in  the  morn- 
ing. Trench  mortars  were  very  active  in  his  section  of  the  line  and 
the  frightful  explosions  from  them  constantly  upset  him.  His  whole 
spirit  grew  weary  of  the  war.  So  far  his  history  is  quite  typical  of 
the  prodromal  period  of  an  anxiety  state. 

The  sight  of  blood  had  not  bothered  him  at  any  time,  although 
seeing  a  man  blown  to  bits  or  losing  a  comrade  always  upset  him.  He 
felt  distinctly  encouraged  when  he  saw  dead  Germans.  After  being 
nearly  four  months  in  France  as  an  officer  a  shell  blew  up  a  group  of 
men  right  beside  him.  One  of  them  remained  sitting  down  with  his 
back  against  the  wall  of  a  trench  and  the  patient  thought  that  he  was 
alive.  He  went  up  to  him  and  touched  him  on  the  helmet.  Im- 
mediately the  whole  back  of  the  man's  head  rolled  off  and  exposed 
the  back  of  his  eyes  and  his  nose  and  teeth.  This  sight  gave  the 
patient  a  terrible  "turn."  He  went  into  the  dugout  and  trembled  for 
several  hours.  He  did  not  feel  any  nausea  but  when  the  time  next 
came  to  eat  he  discovered  that  he  had  absolutely  no  appetite,  and 
from  that  time  on  it  required  a  great  effort  to  put  any  food  in  his 
mouth.  In  describing  this  incident  the  patient  emphasized  the  fact 
that  he  was  merely  a  calm  observer  of  the  tragedy.  He  felt  that  if 
the  shell  had  knocked  him  over  it  would  have  given  him  some  degree 
of  relief.  From  then  on  he  began  to  feel  horror  of  all  bloodshed  and 
was  quite  incapable  of  developing  any  excitement  no  matter  how 
active  the  fighting  might  be.  He  felt  that  all  individuality  in  the 
struggle  was  lost  and  that  it  was  a  pure  matter  of  siege  warfare.  He 
could  gain  no  satisfaction  in  killing  one  or  many  of  the  enemy.  His 
sleep,  however,  was  not  interfered  with  and  he  had  no  nightmares. 

While  in  this  condition  (October,  1916)  he  was  transferred  to  Salo- 
nika. There  was  no  active  fighting  there,  but  sufficient  exertion  was 
demanded  to  cause  fatigue,  particularly  since  he  was  eating  little  or 
nothing.    In  making  a  landing  on  the  coast  from  the  transport  he 
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got  wet  and  had  not  an  opportunity  of  changing  his  clothes  for  several 
days.  Shortly  after  this  a  neuralgic  pain  appeared  in  his  mouth. 
Previously,  however,  he  had  begun  to  suffer  from  flatulence.  The 
next  symptom  to  develop  was  constipation,  the  faecal  matter  being 
foul,  and  he  began  to  have  nausea  whenever  his  bowels  did  move. 
Possibly  as  a  result  of  the  restricted  diet,  which  was  mainly  canned 
beef  and  biscuits,  pyorrhea  began  to  develop.  Although  he  was 
thoroughly  miserable  his  symptoms  remained  in  the  physical  sphere, 
except  once  when  an  enemy  airplane  flew  over  the  lines.  They  fired 
at  it  with  anti-aircraft  guns,  and  this  incident  excited  the  patient  so 
much  that  he  knew  his  nerve  was  no  better.  After  suffering  for  three 
weeks  with  neuralgia  he  asked  to  be  sent  to  the  hospital,  which  re- 
quest was  granted.  He  was  there  for  three  weeks,  and  then  was  sent 
to  the  base  depot.  The  food  was  worse  than  any  supplied  previously 
and  after  three  days  he  began  to  vomit  and  was  sent  back  to  the  hos- 
pital where  he  was  put  on  a  milk  diet.  As  all  tests  were  negative  it 
was  concluded  that  he  was  suffering  from  a  gastric  neurosis,  and  he 
was  shipped  to  Malta  where  he  was  kept  for  three  or  four  months  and 
then  sent  home  to  England.  While  in  Malta  there  was  no  improve- 
ment in  his  condition  and  he  settled  down  to  the  belief  that  he  was 
a  confirmed  invalid.  In  England  he  was  put  in  a  special  hospital 
where  he  had  improved  slightly  at  the  time  that  I  saw  him.  His 
neuralgia  had  almost  entirely  left  him  and  the  vomiting  had  disap- 
peared. He  still  had  no  appetite,  however,  and  frequently  suffered 
from  nausea  either  before  or  after  eating.  Constipation  was  alter- 
nating with  diarrhea.  Mentally  he  complained  of  a  lack  of  interest 
and  spontaneity.  He  said  he  had  forgotten  his  education — that  his 
youth  and  his  eagerness  were  all  gone.  In  explaining  his  poor 
adaptation  to  fighting  he  said  that  he  thought  that  the  strain  told  on 
him  because  of  his  imagination.  It  was  impossible  for  him  to  keep 
the  belief  from  his  mind  that  every  shell  was  meant  for  him. 

In  this  case,  therefore,  we  have  a  patient  who  had  always 
had  some  neurotic  tendencies  although  they  had  never 
incapacitated  him  during  civilian  life.  One  of  these  was 
an  undue  sensitiveness  to  cruelty  or  bloodshed.  After  some 
mouths  of  fighting  the  strain  began  to  tell  on  him,  his 
cond:tion  growing  steadily  worse,  and  it  seems  as  if  the 
normal  development  of  his  difficulties  would  have  led  to  a 
typical  anxiety  state.  Up  to  this  time,  however,  he  had 
always  remained  more  or  less  immune  to  the  horrors  of  war. 
Then  suddenly  a  particularly  fearful  experience  branded 
horror  on  his  mind  and  symptoms  of  another  kind  developed 
at  once.  From  then  on  the  pathological  tendencies  seemed 
to  flow  in  the  direction  of  a  gastric  neurosis  rather  than  in 
the  ordinary  channel  of  an  anxiety  state. 
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Heart  Neuroses. 

In  times  of  peace  certain  symptoms  related  to  the  function 
of  the  heart  are  frequent  concomitants  of  anxiety  conditions 
— in  fact  fear  of  death  may  be  directly  associated  with  fear 
that  heart  failure  is  imminent.  Except  for  some  rapidity 
of  the  pulse  of  which  the  patient  is  often  not  aware  the 
typical  war  anxiety  neurosis  shows  nothing  of  this  tendency. 
There  is,  however,  rather  a  large  group  of  men  who  are 
invalided  from  the  trenches  with  heart  symptoms  but  who 
show  no  signs  of  valvular  trouble.  These  cases  have  been 
termed  "soldier's  heart"  or  "disordered  action  of  the 
heart."  The  cardinal  symptoms  of  this  cardiac  trouble  are 
weakness,  shortness  of  breath,  palpitation  and  dizziness. 
Not  infrequently  t\ere  is  an  area  of  hyperalgesia  over  or 
near  the  heart.  Owing  to  the  obvious  analogy  between 
these  symptoms  and  those  presented  by  the  cardiac  difficul- 
ties of  civilians  suffering  from  anxiety  it  has  been  suggested 
that  the  ' 1  disordered  action  of  the  heart ' '  is  really  a  form 
of  the  war  anxiety  neurosis.  Some  internists  who  have 
been  engaged  in  treating  these  cases  make  the  statement 
that  50  per  cent  are  really  neurotics.  The  word  neurotic 
is  one,  of  course,  that  is  used  in  widely  varying  senses. 
By  some  it  is  an  adjective  to  describe  any  physical  symptom 
that  has  not  an  obvious  physical  cause,  being  therefore 
equivalent  to  functional  disturbance.  The  narrower  sense 
of  the  term  implies  a  mental  condition  which  shows  itself 
in  certain  types  of  reaction  and  produces  or  tends  to  produce, 
somehow  or  other,  physical  symptoms.  Those  who  use  the 
term  in  the  narrower  sense  find,  for  instance,  that  prior  to 
the  appearance  of  active  symptoms  the  patient  gives  a 
history  of  being  subjected  to  some  mental  conflict  or  having 
suffered  from  some  mental  shock.  Neurologists  or  psychi- 
atrists who  have  this  view  would  not  call  disturbances  of 
the  ductless  glands,  e.g.,  hyperthyroidism,  neuroses. 

Work  which  has  been  done  by  Frazer  and  Wilson  at  the 
Hampstead  Hospital  (for  heart  cases)  in  London  seems  to 
indicate  that  a  large  number  of  these  cases  are  suffering 
from  some  irregularity  of  function  in  the  endocrinic  or 
vegetative  nervous  systems.    The  administration  of  very 
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small  quantities  of  adrenalin,  for  instance,  they  find  to 
produce  excessive  excitement,  great  pallor,  discomfort  and 
real  collapse,  although  there  is  no  change  in  the  pulse  rate. 
On  the  other  hand,  small  doses  of  apocodein  result  in 
flushing  even  to  the  point  of  erythema  accompanied  by 
extreme  tachycardia.  Atropin  on  the  other  hand  even  in 
full  doses  produces  no  effects  whatever.  A  few  patients, 
who  were  treated  experimentally  with  small  doses  of  pineal 
extracts,  showed  vomiting  and  collapse.  These  results 
would  certainly  seem  to  indicate  that  these  patients  were 
suffering  from  some  definite  disturbances  of  the  mechanism 
which  regulates  the  action  of  the  heart  and  are  therefore 
definitely  organic,  although  not  suffering  from  valvular 
diseases.  This  view  is  sustained  by  the  histories  which 
show  as  a  rule  that  these  individuals  have  never  been 
capable  of  a  normal  amount  of  exertion — for  instance,  they 
have  been  unable  to  play  any  games  that  demanded 
endurance,  although  capable  of  taking  part  in  such  milder 
sports  as  golf.  It  has  been  found  that  this  lack  of  vitality 
of  the  heart  can  be  quickly  determined  by  an  "exercise 
test."  The  patient's  pulse  is  counted  and  he  is  then  made 
to  go  briskly  up  a  flight  of  thirty  steps.  His  pulse  is  taken 
immediately  and  then  again  after  he  has  rested  for  two 
minutes.  The  normal  individual  will  show  a  rise  of  40  or 
perhaps  45  in  the  pulse  rate  after  this  exertion,  but  this 
falls  after  two  minutes'  rest  back  to  the  original  rate  or  to 
within  10  or  at  most  15  of  it.  Patients  who  suffer  from 
"disordered  action  of  the  heart,"  however,  may  show  an 
increase  of  rate  of  60  or  more  and  the  pulse  does  not  slow 
down  again  after  two  minutes'  rest,  or  at  least  will  slow 
only  in  slight  measure. 

In  order  to  see  whether  from  a  psychiatric  standpoint 
they  were  really  "neurotic"  I  examined  some  ten  cases 
with  a  view  to  determining  what  their  mental  and  emotional 
history  had  been.  These  cases  were  very  kindly  picked 
out  for  me  by  Dr.  Wilson  as  ones  most  likely  to  be 
purely  neurotic.  I  was  able  to  make  diagnosis  of  a  true 
neurosis  in  only  two  of  these  cases,  and  in  all  of  them  a 
prediction  as  to  the  result  of  the  exercise  test  was  found  to 
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be  accurate  when  reference  was  made  to  the  notes  on  the 
patient.  Although  this  is  of  course  too  small  a  number  to 
make  any  deductions  in  the  form  of  percentages,  the  results 
are  nevertheless  sufficiently  striking  to  justify  one  in 
assuming  that  the  majority  of  the  patients  who  suffer  from 
"disordered  action  of  the  heart"  are  not  neurotics  in  the 
narrow  sense  of  the  word.  A  few  illustrative  cases  may  be 
quoted.  The  first  gives  an  example  of  the  purely  organic 
and  non-neurotic  type  of  disease. 

Case  XXIV.  The  patient  is  a  private,  aged  29,  who  enlisted  in 
February,  1917,  in  a  labor  battalion  and  did  clerical  work  in  a  casualty 
clearing  station  in  France.  He  had  never  been  able  to  keep  up  any 
severe  exertion  and  for  this  reason  had  to  restrict  his  activities  in 
athletics.  All  his  life  he  was  subject  to  palpitations  of  the  heart  and 
would  frequently  wake  up  with  a  choking  feeling  at  night,  although 
he  had  not  had  any  bad  dreams  that  he  could  recall.  When  his  sleep 
was  thus  disturbed  he  would  have  a  terrible  sensation,  with  difficulty 
in  getting  himself  fully  awake.  On  the  other  hand  he  seems  to  have 
been  emotionally  a  normal  individual.  He  suffered  from  no  night 
terrors  as  a  child  and  had  none  of  the  ordinary  neurotic  fears  or 
sensibilities  except  a  slight  giddiness  in  high  places,  which  is  a 
symptom  that  affects  almost  everyone  whether  he  be  otherwise 
neurotic  or  not.  He  was  never  given  to  worry.  He  had  been  a 
normal  mischievous  boy,  had  never  had  any  shyness  with  either  sex, 
and  at  the  time  when  I  examined  him  had  been  married  for  five  years 
and  professed  himself  happier  since  his  marriage  than  he  had  ever 
been  before. 

In  his  work  in  the  casualty  clearing  station  he  was  of  course 
exposed  to  shell  fire  at  times.  This  bothered  him  only  temporarily. 
The  sight  of  the  wounds  also  affected  him  with  horror  for  a  short  time 
only,  after  which  he  became  fully  accustomed  to  both  forms  of  strain. 
He  had  no  nightmares.  On  the  other  hand  the  physical  exertion 
that  was  necessary  told  on  him  gradually  more  and  more  and  his 
previous  symptoms  of  palpitation  and  nocturnal  choking  got  so  bad 
that  he  could  not  continue  working  and  he  was  sent  to  a  hospital. 
All  during  this  time  he  had  no  anxiety  whatever  and  was  bitterly 
disappointed  to  find  that  he  had  to  stop  '  'doing  his  bit. "  The  exercise 
test  showed  that  he  had  an  initial  pulse  of  120  which  rose  to  168  after 
exertion  and  fell  only  to  144  after  two  minutes'  rest. 

The  following  two  cases  exhibited  the  more  neurotic 
reaction. 

Case  XXV.  The  patient  is  a  private,  aged  20.  As  a  child  he  had 
night  terrors  and  was  subject  to  sleep  walking  until  8  years  of  age. 
He  was  always  anxious  during  thunder-storms  and  giddy  in  high 
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places,  although  he  admitted  no  uncomfortableness  in  tunnels.  He 
made  some  boy  friends  but  was  very  shy  with  girls  and  not  at  all 
mischievous.  He  had  never  had  any  serious  disease  although  he  had 
a  slight  attack  of  tonsilitis  at  the  age  of  6  from  which  he  recovered 
without  any  subsequent  complications.  He  was  able  to  play  games 
as  a  boy  and  was  particularly  fond  of  foot-ball,  but  gave  it  up  when 
he  was  14  because  he  found  that  he  was  getting  short  of  breath. 
Considering  that  he  was  incapable  of  exertion  prior  to  this  time,  it  is 
not  impossible  that  this  dyspnoea  coming  on  at  the  time  of  puberty 
was  a  neurotic  symptom,  since  so  many  neuroses  begin  at  this  time. 

The  training  did  him  good  as  he  made  more  friends  than  he  ever 
had  before.  At  first  he  found  himself  considerably  fatigued  with  the 
efforts  demanded  of  the  recruits,  but  he  improved  in  this  as  the 
training  went  on.  When  he  reached  the  front  he  was  frightened  only 
temporarily  by  the  shells  but  never  could  accustom  himself  to  all  the 
horrors  of  war.  He  fought  for  seven  months,  when  he  was  invalided 
home  for  six  months  with  "septic  poisoning."  On  his  return  to  the 
front  in  July,  1916,  he  felt  nervous  again  at  first  but  got  used  to  it 
once  more.  In  September,  he  began  getting  pains  in  his  side,  for 
which  he  was  sent  to  the  hospital.  There  he  had  no  fever  and  the  pains 
quickly  disappeared  and  remained  absent  while  he  was  convalescent 
for  a  month.  As  soon  as  he  returned  to  the  trenches,  however,  they 
reappeared.  His  condition  grew  severe  enough  to  justify  hospital 
treatment  in  December,  1916,  at  which  time  he  was  away  from  the 
trenches  for  three  months.  On  his  return  to  them  again  he  lasted 
only  three  weeks,  and  for  the  next  three  months,  at  the  end  of  which 
time  I  saw  him,  he  had  been  traveling  from  hospitals  to  convalescent 
camps  and  back  again. 

Evidence  of  there  being  definitely  neurotic  prodromata  is  furnished 
by  the  following  information  which  he  gave:  Before  any  heart  symp- 
toms developed  he  had  become  ' '  nervous. ' '  He  was  ' '  jumpy  ' '  during 
the  day  and  frequently  awoke  at  night  with  a  start.  He  also  had  diffi- 
culty in  getting  to  sleep.  He  was  thoroughly  dissatisfied  with  his 
situation  and  had  reached  the  point  where  he  hoped  that  he  might  re- 
ceive some  incapacitating  wound.  This  situation  is  therefore  identical 
with  that  which  one  usually  meets  in  the  history  of  the  typical  con- 
version hysteria,  and  it  is  also  like  that  rather  than  resembling  the  anx- 
iety state  in  that  he  had  no  desire  for  death  and  no  thoughts  of  suicide. 
The  symptoms  began  after  he  had  been  in  this  state  of  mind  for  some 
time,  and  consisted  at  first  merely  of  a  pain  in  the  region  of  his  heart. 
The  subsequent  difficulties  with  palpitation,  shortness  of  breath  and 
weakness  developed  later  on.  There  is,  therefore,  nothing  in  this 
case  that  points  definitely  to  any  organic  condition,  and,  on  the  other 
hand,  the  evidence  does  seem  to  indicate  that  the  heart  symptoms 
were  essentially  hysterical  in  nature.  This  is  confirmed  by  the  exer- 
cise test  which  showed  him  to  have  a  pulse  of  75  before  exertion,  108 
immediately  after  running  up  the  thirty  steps,  and  only  84  when  he 
had  rested  two  minutes. 
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Case  XXVI.  The  patient  is  a  gunner,  aged  35,  an  Australian.  He 
seems  to  have  had  a  distinctly  neurotic  make-up.  As  a  child  he  had 
night  terrors  with  dreams  of  falling.  He  was  always  horrified  at  the 
sight  of  blood  and  was  afraid  of  thunder-storms,  high  places,  tunnels 
and  horses.  He  does  not  seem  to  have  been  a  normal  mischievous 
boy,  and  when  he  grew  older  was  shy  with  both  sexes.  He  had  had 
only  one  love  affair,  which  he  broke  off  in  1911  for  no  apparent 
reason.  His  training  was  of  benefit  physically  but  not  mentally  or 
nervously  and  he  showed  no  increased  sociability  during  it.  His 
first  sen  :ce  was  in  Egypt.  On  the  way  there  he  developed  a  fear  of 
shipwreck  which  was  not  shared  by  his  companions.  He  was  in  Egypt 
for  some  months,  and  although  there  was  no  fighting,  he  found  the 
weather  hot  and  uncomfortable  and  he  suffered  from  occasional 
palpitations  and  "sinking  feelings  "  which  he  ascribed  to  the  heat. 

He  was  then  transferred  to  the  French  Front  in  May,  1916.  In  his 
initial  experience  of  being  shelled  he  became  first  terrified  and  then 
dull  and  depressed.  He  was  horrified  by  the  sight  of  blood  and  would 
think  about  it  whenever  he  was  not  busy.  He  never  was  able  to  reach 
the  point  of  enjoying  any  of  the  fighting.  He  soon  began  having 
peculiar  sensations  when  going  off  to  sleep  as  if  he  were  sinking,  or 
that  his  soul  was  leaving  his  body,  and  he  would  have  to  sit  up  in  bed 
two  or  three  times  to  get  rid  of  this  queer  feeling.  He  also  would 
awaken  with  sudden  starts,  although  not  having  any  memory  of  a  bad 
dream.  Things  got  gradually  worse  and  then  he  began  to  have  night- 
mares of  "things"  (mainly  shells)  falling  on  him.  He  would  try  to 
get  away  from  them,  but  could  not.  His  sleep  consequently  began  to 
be  much  worse,  and  he  worried  for  fear  he  would  not  be  able  to  stick 
it  out.  He  wished  that  death  might  come,  but  never  had  a  hope  of 
receiving  an  incapacitating  wound.  He  frequently  thought  of  suicide. 
At  the  beginning  of  May,  1917,  he  was  blown  off  his  feet  by  a  shell. 
This  did  not  injure  him  physically  apparently  but  disturbed  him  men- 
tally a  great  deal.  From  that  time  on  he  felt  that  the  shells  were  being 
aimed  at  him,  and  four  days  after  this  experience  he  developed  a  pain 
in  his  side,  trembling  and  difficulty  in  breathing.  He  said  his  throat 
swelled  up  and  he  felt  as  if  he  were  going  to  choke.  He  attributed 
this  to  being  gassed,  although  he  had  not  been  exposed  to  this  any 
more  than  had  his  companions,  who  showed  no  symptoms  of  it.  As 
he  had  been  wishing  for  death  it  is  not  unnatural  that  he  should  have 
looked  on  this  choking  sensation  as  a  forerunner  of  death  and  he 
quickly  concentrated  most  of  his  fear  on  this  symptom  which  nat- 
urally made  it  much  worse.  He  claims  that  it  once  was  so  bad  that 
he  "went  black  in  the  face  "  and  he  got  so  short  of  breath  and  trem- 
ulous that  the  bombardier  sent  him  back  to  a  hospital.  Once  in  the 
hospital  he  grew  weaker  and  weaker  and  was  so  terrified  by  his  dreams 
that  he  would  scream  aloud  on  awakening  from  them.  After  six 
weeks  in  a  special  heart  hospital  all  the  symptoms  directly  related  to 
the  heart  cleared  up  although  he  was  still  troubled  occasionally  with 
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suffocating  feelings  during  the  night  which  continued  to  frighten  him, 
the  fear  being  always  of  instant  dissolution.  Nightmares  with  a  war 
content  had  entirely  disappeared,  although  he  still  had  occasional 
dreams  of  falling.  There  was  no  evidence  of  any  organic  trouble 
which  could  have  caused  the  feeling  of  suffocation.  The  exercise  test 
showed  an  initial  pulse  of  96  running  up  to  168  after  exercise  but 
falling  to  84  after  two  minutes'  rest. 

The  history  of  the  following  patient  is  interesting  as  it 
seems  to  demonstrate  the  existence  of  both  organic  and 
neurotic  factors.  It  appears  that  he  had  the  prodromal 
symptoms  of  a  neurosis  the  further  development  of  which 
was  essentially  organic.  As  has  been  said  before,  a  large 
part  of  the  motivation  of  any  neurosis  comes  from  a  desire 
to  be  rid  of  trench  life.  When  any  real  occasion  for  absence 
from  the  firing  line  appears  there  is  therefore  little  reason 
left  for  the  development  or  continuance  of  the  true  neurosis. 

Case  XXVII.  The  patient  is  a  private,  aged  19,  who  enlisted  in 
the  territorials  in  January,  1914,  but  did  not  reach  France  until  Septem- 
ber, 1916.  As  a  child  he  had  had  night  terrors  and  some  fear  of  the 
dark  which  persisted  up  to  the  time  when  he  enlisted  at  the  age  of  16. 
He  had  no  fear  of  thunder-storms  but  was  giddy  in  high  places  and 
would  break  out  into  a  cold  sweat  and  tremble  whenever  he  had  to  go 
through  a  tunnel.  He  suffered  from  enuresis  until  10  years  of  age 
and  from  puberty  onward  had  considerable  worry  about  emissions. 
He  does  not  seem  to  have  been  particularly  seclusive  so  far  as  his 
social  adaptations  are  concerned.  He  was  good  at  games  but  always 
had  a  tendency  to  shortness  of  wind.  When  he  began  training  he 
was,  of  course,  only  16  years  of  age  and  had  considerable  difficulty  in 
carrying  his  pack  at  first.  Then  he  got  used  to  it  and  felt  distinctly 
stronger.  When  he  reached  France  he  found  the  life  in  the  trenches 
distasteful.  He  could  not  accustom  himself  to  the  horrors  around  him 
and  worried  over  them  constantly.  He  was  never  able  to  make  him- 
self perfectly  indifferent  to  bombardment.  He  began  quite  soon  to 
wish  that  he  might  be  killed  or,  at  any  rate,  be  removed  from  the 
trenches  for  some  cause  or  other.  He  had  no  nightmares,  however, 
and  did  not  lose  any  sleep.  Then  pains  developed  under  his  heart, 
accompanied  by  shortness  of  breath,  palpitation,  dizziness,  and  a  feel- 
ing of  faintness.  He  connected  these  heart  symptoms  with  the 
previous  "weakness  of  his  bladder"  from  which  he  had  suffered 
(enuresis)  but  did  not  worry  about  them  more  than  he  did  about  the 
shells.* 

*  Although  not  a  final  diagnostic  point  by  any  means,  this  emotional  attitude 
of  indifference  toward  ths  heart  symptoms  is  suggestive  of  an  organic  rather 
than  a  functional  condition.  The  ideas  of  heart  disease  and  death  are  closely 
allied;  so  we  find  as  a  rule  that  a  fear  of  death  is  frequently  associated  with 
neurotic  heart  symptoms— in  fact,  as  in  the  last  case,  the  neurotic  "cause  of 
death  "  is  apt  to  occasion  more  fear  than  a  real  cause. 
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The  medical  officer  sent  him  off  duty  several  times  for  treatment  of 
his  heart  trouble.  After  three  months  in  the  trenches  and  having 
been  sent  to  the  hospital  for  short  periods  several  times  he  developed 
"trench  feet"  and  was  sent  back  to  England.  His  heart  condition 
then  attracted  attention  and  he  was  transferred  to  a  special  hospital 
where  I  saw  him.  On  admission  the  pulse  test  was  positive — that  is, 
the  rate  did  not  diminish  as  it  normally  does  after  two  minutes'  rest. 
After  being  treated  for  several  months  with  graduated  exercises  he 
was  capable  of  going  through  the  heaviest  routine  and  the  pulse  test 
had  become  negative.  It  is  therefore  likely  that  the  cardiac  mech- 
anism had  recovered  very  largely  in  a  purely  organic  sense.  The 
patient  still  insisted,  however,  that  his  heart  trouble  was  not  getting 
any  better.  One  might  therefore  be  justified  in  suspecting  that  this 
patient  was  rather  consciously  hoping  for  a  persistence  of  his 
symptoms. 

Although  the  heart  cases  examined  for  the  purpose  of  this 
report  were  too  few  in  number  to  justify  any  finality  in  the 
discussion  of  the  mental  mechanisms  involved,  it  may  be 
suggested  that  there  are  perhaps  two  types  that  correspond 
roughly  to  the  anxiety  and  the  conversion  hysteria  groups. 
Some  heart  cases  like  Case  XXVI  seem  to  have  a  very  strong 
coloring  of  anxiety,  and  this  is  associated  with  a  desire  for 
death  as  a  form  of  relief  before  the  actual  appearance  of  the 
symptoms.  In  the  other  group  as  represented  by  Case  XXV 
a  wish  for  an  incapacitating  wound  rather  than  for  death  is 
present  in  a  prodromal  state  and  when  the  heart  symptoms 
develop  they  are  looked  on  more  objectively  as  a  disease  and 
are  not  accompanied  by  the  same  anxiety.  This  feeble 
emotional  reaction  to  the  symptoms  is  therefore  closely  par- 
allel to,  if  not  identical  with,  the  phenomena  of  the  conversion 
hysteria.  There  are  of  course  no  statistics  available  as  to 
the  number  of  purely  neurotic  heart  conditions  that  develop  at 
the  front.  It  is  safe  to  say,  however,  that  they  form  an  insig- 
nificant group  numerically  when  compared  to  the  anxiety 
states  and  common  conversion  hysterias.  The  reason  for  this 
is  probably  to  be  found  in  the  fact  that  there  is  nothing  that  is 
much  more  painful  both  mentally  and  physically  than  symp- 
toms of  heart  trouble  which  are  so  commonly  associated  with 
idea  of  death.  The  neurotic,  therefore,  who  is  unconsciously 
on  the  search  for  some  relief  is  much  more  apt  to  wish  for 
death  by  a  shell  or  a  bayonet  than  for  the  more  protracted 
and  painful  struggle  that  precedes  death  by  heart  failure- 
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General  Psychological  Considerations. 

It  maybe  well  to  summarize  what  has  been  said  earlier  in 
this  report  by  a  few  generalizations  as  to  the  psychological 
mechanisms  at  work  in  the  production  of  the  war  neuroses. 
The  most  fundamental  factor  is  of  course  the  resistance  of 
the  officer  or  soldier  to  the  warfare  in  which  he  is  forced  to 
engage.  A  striking  feature  of  these  conditions  is  that  this 
resistance  can  be  present  in  the  patient's  mind  consciously 
and  still  operate  unconsciously  in  the  production  of  symp- 
toms, which  is  a  phenomenon  rarely  if  ever  met  with  in 
civilian  practice.  It  is  probably  more  accurate  to  say  that  the 
general  antagonism  to  the  situation  remains  conscious,  while 
some  specific  wish  for  relief  begins  to  operate  unconsciously 
and  reaches  expression  when  a  situation  develops  that 
facilitates  its  transformation  into  a  symptom. 

That  these  transformations  should  differ  so  widely  in  their 
nature  as  do  simple  hysterical  symptoms  and  the  mental 
torture  of  an  anxiety  state  demands  some  brief  discussion. 
The  first  clue  to  be  followed  in  solving  this  mystery  is  the 
striking  fact  that  the  vast  majority  of  those  suffering  from 
the  pure  anxiety  state  are  officers,  while  the  conversion  hys- 
terias are  almost  entirely  confined  to  the  privates  and  non- 
commissioned officers.  The  most  obvious  difference  between 
these  two  groups  of  men  lies  in  their  intelligence,  and  here 
we  find  an  analogy  with  the  experience  of  civilian  practice. 
The  common  conversion  hysterias  are  met  with  in  times  of 
peace  very  largely  among  the  lower  and  more  poorly  edu- 
cated classes,  while  more  intelligent  people  are  apt  to  be  free 
from  them.  One  explanation  of  this  may  be  that  the  mod- 
ern educated  man  knows  enough  of  neurology  to  realize, 
even  if  it  be  in  a  vague  way,  that  paralysis  comes  from 
injury  to  a  nerve  or  the  central  nervous  system  at  some 
distance  from  the  site  of  the  paralysis.  The  intelligent  lay- 
man, for  example,  knows  that  if  he  breaks  his  wrist  the 
forearm  and  hand  are  apt  to  be  painful  and  consequently 
there  may  be  some  weakness  in  the  forearm  and  hand,  but 
he  does  not  expect  that  all  the  muscles  involved  in  wrist 
movements  will  be  paralyzed.  He  would  expect  this 
to  occur  more  probably  after  a  paralytic  stroke,  injury  to 
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the  spinal  cord  or  an  accident  to  a  nerve  in  the  upper  arm. 
The  ignorant  dispensary  or  hospital  patient,  on  the  other 
hand,  has  a  definite  association  in  his  mind  between  local 
symptoms  and  local  functions  and  he  has  little  if  any  concep- 
tion of  nervous  control  from  a  distance.  An  example  of  this 
failure  to  localize  function  correctly  is  the  popular  use  of 
the  term  "a  strong  wrist"  when  a  strong  forearm  is  really 
meant. 

But  the  difference  between  officers  and  men  does  not  be- 
gin and  end  with  intelligence  and  education.  That  one  is 
a  leader  and  another  a  follower  is  equally  the  result  of  a 
difference  in  ideals  and  emotional  attitude.  The  private's 
ambition  is  not  to  think  for  himself  but  to  follow  orders  im- 
plicitly and  to  sink  his  own  personality  so  far  as  that  may 
be  possible.  If  a  dangerous  project  is  on  foot  the  private 
is  not  in  a  situation  to  decide  whether  he  will  join  in  with  it 
or  use  some  caution — he  is  merely  faced  with  the  alterna- 
tives of  obeying  orders  or  being  court-martialed.  The 
officer  on  the  other  hand  has  to  a  larger  measure  the  respon- 
sibility of  individual  decision.  He  has  to  make  up  his  mind 
whether  he  is  or  is  not  going  to  give  a  certain  order — 
whether  he  will  or  will  not  expose  himself  to  danger.  More- 
over, it  is  his  duty  not  only  to  be  courageous  himself  and  to 
prevent  the  thoughts  of  his  personal  danger  from  disturbing 
his  judgment,  but  he  must  also  act  before  his  men  as  to  in- 
spire them  and  give  an  example  of  indifference  to  all  the 
hazards  of  war.  This  implies  that  the  officer  must  be  en- 
dowed with  higher  ideals  than  the  private  soldier.  It  is  to 
this  more  than  to  any  other  factor  probably  that  we  may  as- 
cribe the  difference  between  their  clinical  histories,  when 
war  neuroses  develop.  The  officer  who  feels  his  responsi- 
bility in  the  great  struggle  which  the  war  represents  is 
prepared  to  do  all  he  can  for  the  country,  even  to  the  point 
of  facing  death  itself,  but  before  that  final  release  may  come 
his  mind  stops  at  no  other  excuse.  When  fatigue  and  the 
horrors  of  war  grow  on  him,  therefore,  he  does  not  let  his 
fancy  play  with  any  failure  to  meet  his  full  responsibilities 
but  looks  forward  rather  to  making  the  supreme  sacrifice, 
namely,  that  of  dying  for  his  country.    The  private,  on  the 
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other  hand,  is  willing  to  accept  an  order  to  leave  the  trenches 
with  the  same  or  even  greater  willingness  than  he  will  obey 
an  order  to  advance  against  the  enemy.  The  most  obvious 
occasion  for  an  order  to  go  back  of  the  line  is,  of  course,  a 
wound  which  will  incapacitate  him  from  further  active  serv- 
ice and  it  is  therefore  "  a  Blighty  one  "  for  which  he  yearns. 

The  transformation  of  these  wishes  into  symptoms  is  the 
next  point  to  be  considered.  The  fate  of  the  private  is  a  sim- 
ple matter.  He  wishes  for  some  physical  disability  and 
when  the  appropriate  physical  or  mental  accident  occurs 
some  physical  disability  appears,  that  is  to  say,  a  conversion 
hysteria  develops  which  is,  so  far  as  he  can  see,  purely  a 
physical  disability,  and  his  mental  attitude  toward  the 
symptom  is  very  much  like  that  which  any  man  exhibits  to- 
ward a  wound  or  some  somatic  disease.  The  determination 
of  the  particular  symptom  can  usually  be  traced  to  some  pre- 
vious illness,  when  the  function  in  question  was  organically 
disturbed.  The  conversion  of  the  wish  for  death  into  the 
anxiety  symptom  is,  however,  not  so  obvious  a  matter.  In 
general  one  may  say  that  nightmares,  which  are  the  most 
distinctive  feature  of  the  anxiety  state,  do  not  seem  to  de- 
velop until  the  wish  for  death  has  appeared.  It  is  possible, 
therefore,  that  the  unconscious  mind  seizes  on  that  in  the 
environment  which  is  most  likely  to  occasion  death  and 
makes  the  patient  dream  of  this  danger.  The  "wish-ful- 
filment," therefore,  in  the  dream  of  being  shelled  or  bay- 
oneted may  be  ascribed  to  the  wish  for  death  which  may 
previously  have  been  rather  diffuse  and  now  becomes  speci- 
fically allied  with  one  particular  form  of  mortal  danger. 
To  account  for  the  presence  of  anxiety  in  these  dreams, 
when  there  has  been  previously  a  calm  desire  for  death,  is 
a  more  difficult  matter.  The  only  explanation  seems  to  be 
that  emotional  reactions  in  dreams  seem  to  represent  the 
natural  reactions  of  the  individual,  as  an  individual,  rather 
than  of  the  socialized  being  who  is  burdened  with  a  feeling 
of  moral  responsibility.  It  is  of  course  a  commonplace 
that  we  constantly  dream  of  performing  acts  which  we 
would  never  indulge  in  when  we  are  awake,  out  of  con- 
sideration for  the  feelings  of  others,  or  out  of  respect  for 
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laws  or  conventions.  In  a  somewhat  similar  way  our 
emotional  reaction  in  dreams  is  determined  by  our  more 
selfish  attitude  toward  the  situation  presented  in  the  dream. 
It  is  of  course  a  perfectly  normal  thing  for  any  man  to  be 
afraid  of  a  high  explosive  shell  or  of  a  bayonet;^  the 
instinct  of  self  preservation  bids  him  be  afraid.  This  too 
is  his  initial  reaction  when  first  exposed  to  such  dangers, 
but  he  soon  learns  to  inhibit  this  fear  during  the  daytime 
because  he  knows  that  it  is  his  duty  to  be  indifferent  to 
these  dangers.  This  inhibition  is  lifted  during  sleep, 
however,  and  consequently  his  emotional  reaction  during 
the  dream  is  that  which  any  civilian  would  have  when 
placed  in  such  an  extremity.  Another  factor  may  possi- 
bly also  enter  in.  Fear,  as  has  been  said,  is  a  protective 
reaction.  Now  the  individual  has  to  protect  himself 
from  real  dangers  not  only  from  without  but  from  the  un- 
conscious cravings  which  are  at  variance  with  his  social 
standards.  All  the  protective  emotions  of  dreams  are  there- 
fore probably  operating  in  part  to  keep  the  unconscious 
tendencies  in  subjection — in  other  words,  to  keep  them  un- 
conscious. It  is  for  this  reason  that  any  man  is  often  most 
fearful  of  that  which  he  unconsciously  most  desires. 

The  unconscious  wish  for  death  by  some  definite  agency 
operates  in  many  cases  at  first  during  sleep  but  soon  it 
begins  to  show  itself  in  the  daytime.  Unconsciously  desir- 
ous of  being  hit  by  a  shell,  the  patient's  attention  is  more 
attracted  to  bombardment  than  it  previously  was,  conse- 
quently his  thoughts  become  focussed  willy  nilly  upon  it. 
It  is  then  that  the  instinctive  protective  reaction  of  fear 
develops,  perhaps  in  order  to  make  the  individual  shun  this 
danger.  The  patient  loses  the  ability  to  gauge  the  direction 
of  shells  by  their  sounds,  which  gives  a  beautiful  example 
of  how  the  unconscious  works  at  cross  purposes  from  the 
conscious  mind.  The  patient  has  consciously  no  fixed  and 
constant  desire  to  be  hit  by  a  shell.  Unconsciously  he  has, 
however;  so  in  the  fatigued  condition  from  which  he  suffers, 
the  unconscious  warps  his  judgment,  making  every  shell 
the  fulfilment  of  the  unconscious  wish. 

The  foregoing  speculations  as  to  the  psychological  stages 
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in  the  formation  of  anxiety  symptoms  refer  to  those  cases 
where  nightmares  precede  diurnal  fear.  This  does  not 
always  happen;  in  fact,  it  is  probably  of  rarer  occurrence 
than  the  reverse.  There  is  no  reason  to  suppose  that  there 
is  any  essential  difference  in  mechanism  between  the  two 
types  of  cases.  The  smaller  group  is  chosen  as  a  paradigm 
merely  because  unconscious  motivation  and  individualistic 
reactions  are  always  more  easily  observed  in  dreams  than  in 
the  reactions  of  waking  life. 

It  is  now  more  or  less  of  an  axiom  that  unconscious  factors 
retain  their  power  very  largely  because  of  their  remaining 
unconscious,  and  so  beyond  the  sphere  of  influence  of  the 
individual's  judgment.  This  is  a  factor  of  no  small  impor- 
tance in  the  production  of  the  anxiety  states.  The  fear 
which  the  patient  feels  must  be  repressed.  He  is  ashamed 
of  showing  any  evidence  of  cowardice  before  either  his 
men  or  his  brother  officers.  He  is  therefore  the  subject  of  a 
conflict  which  he  must  fight  out  alone.  He  knows  that  he 
has  at  least  a  tendency  to  be  afraid,  but  he  also  knows  that 
he  can  maintain  the  respect  of  his  men  and  officer  friends 
so  long  as  he  keeps  that  fear  to  himself.  He  is  constantly 
repressing  this  most  natural  reaction  and  there  is  accumu- 
lated, naturally  enough,  a  stronger  and  stronger  tendency 
for  active  exhibitions  of  fear.  It  is  this  which  probably 
accounts  for  two  phenomena.  The  first  is  that  when  the 
patient  is  sent  back  from  the  trenches  to  the  hospital  and 
the  occasion  for  this  repression  removed  there  is  almost  in- 
variably a  sudden  increase  in  the  severity  of  the  symptoms. 
The  second  is  that  an  opportunity  for  the  frank  discussion 
of  a  man's  fear  with  his  physician  is  often  the  occasion  for 
his  "  getting  a  good  deal  off  his  chest  "  and  leads  to  marked 
improvement  in  his  condition. 

A  few  remarks  on  the  psychological  role  of  concussion 
may  not  be  out  of  place.  In  many  patients  in  whom  there 
have  been  gradually  accumulating  difficulties  not  sufficent  to 
incapacitate  the  patient  there  is  a  sudden  increase  of  symp- 
toms following  even  a  mild  concussion.  This  is  of  course 
quite  obviously  the  result  of  organic  injury  to  the  brain, 
but  how  this  affects  mental  mechanisms  should  be  con- 
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sidered.  As  has  just  been  said,  the  unconscious  seems  to 
be  a  prominent  factor  in  the  actual  production  of  symptoms. 
Normally,  the  unconscious  is  kept  under  such  severe 
repression  that  no  ideas  are  allowed  to  come  into  conscious- 
ness which  are  not  fully  adapted  to  the  situation  at  hand, 
so  that  the  reactions  of  the  individual  are  in  keeping  with 
his  natural  standards  of  behavior.  This  repression,  how- 
ever, is  closely  related  to  the  higher  mental  functions,  and 
for  its  perfect  operation  demands  the  fullest  degree  of  both 
intellectual  and  moral  judgment.  Any  injury  to  the  brain 
naturally  affects  its  more  specialized  functions  first  and 
more  severely  than  it  does  those  functions  which  we  term 
"habitual"  or  instinctive.  Consequently  in  the  low  state 
of  mental  tension  consequent  on  cerebral  injury  the  higher 
functions  are  in  abeyance  and  the  unconscious  and  instinc- 
tive tendencies  can  readily  gain  the  upper  hand.  The 
situation  with  concussion  is  therefore — only  in  a  psycho- 
logical sense,  of  course — analogous  to  that  of  a  mental  shock. 
A  purely  psychic  trauma  so  confuses  the  patient's  ordinary 
mental  processes  that  his  critical  judgment  is  for  the  time 
being  impaired,  and  the  unconscious  has  an  opportunity  for 
fuller  expression  than  it  previously  enjoyed.  Both  concus- 
sion and  mental  shocks  are  by  their  nature  sudden.  We 
see  also  many  cases  in  which  there  is  a  gradual  increase  in 
the  severity  of  symptoms.  It  is  not  at  all  impossible  that 
modern  warfare  produces  conditions  of  such  extreme  neuro- 
psychic  fatigue  that  mental  tension  may  be  lowered  thereby 
to  that  same  level  of  inefficiency  that  occurs  acutely  with 
concussion  or  psychic  trauma.  The  process  is  necessarily 
more  gradual  with  the  unconscious  developing  symptoms 
in  inverse  proportion  to  the  weakening  strength  of  the 
critical  factors. 

Throughout  this  report  there  has  been  considerable  stress 
laid  on  the  psychological  aspects  of  the  war  neuroses.  In- 
asmuch as  it  seems  certain  that  purely  physical  factors  play 
a  larger  role  than  they  commonly  do  in  times  of  peace  in 
the  production  of  functional  nervous  disturbances,  this 
constant  emphasis  of  the  mental  aspects  of  the  neuroses 
demands  some  apology.  The  reason  for  it  is  a  purely  prac- 
tical one.    The  treatment  of  these  conditions,  in  so  far  as 
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it  demands  the  attention  of  specialists,  must  be  almost 
purely  psychological,  or,  to  put  the  matter  in  a  somewhat 
more  accurate  form,  it  may  be  said,  perhaps,  that  every 
method  of  treatment  instituted  must  be  carefully  considered 
in  the  light  of  its  probably  psychological  effect.  The 
physical  factors,  although  of  the  utmost  importance,  are 
beyond  our  present  capacity  to  change  specifically.  The 
best  we  can  do,  failing  knowledge  as  to  what  they  really 
are,  is  to  meet  them  symptomatically  with  such  simple 
measures  as  rest,  diet,  catharsis  or  sedation.  It  is  only  the 
physician  who  constantly  maintains  the  psychological 
standpoint,  however,  who  will  be  consistently  successful  in 
treating  the  war  neuroses. 

Prophylaxis. 

In  conclusion  it  may  be  well  to  speak  briefly  of  means 
that  may  be  taken  to  prevent  in  future  such  terrible  strains 
being  made  on  the  efficiency  of  fighting  forces  as  the 
neuroses  have  produced  in  all  the  armies  at  present  at 
war.  The  first  method  which  naturally  comes  to  mind  is 
the  removal  at  the  time  of  enlistment  of  all  men  who  are 
not  adapted  to  fighting.  This  is,  of  course,  a  simple 
recommendation  but  one  that  demands  keen  judgment  and 
wide  outlook  on  the  part  of  those  who  would  put  it  into 
operation.  One  difficulty  is  inseparable  from  the  problems 
of  war  itself.  It  must  be  obvious  to  every  reader  that  the 
vast  majority  of  cases  quoted  in  this  report  show  men  who 
are  well  adapted  to  civil  life  but  capable  only  to  a  limited 
degree  of  enduring  the  strain  of  modern  warfare.  The  sad 
fact  is  also  plain  that  the  very  qualities  which  may  be  the 
greatest  assets  to  the  civilian,  and  to  the  country  in  which 
he  lives,  may  be  just  those  characteristics  which  are  most 
apt  to  jeopardize  complete  adaptation  to  trench  warfare.  I 
need  only  mention  independence  of  judgment  and  a  strong 
feeling  of  sympathy  for  those  in  pain,  to  make  it  clear  that 
the  ideal  soldier  must  be  more  or  less  of  a  natural  butcher, 
a  man  who  can  easily  submit  to  the  domination  of  intel- 
lectual inferiors.  Whether  men  who  are  more  valuable  to 
the  State  as  civilians  than  they  are  as  soldiers,  should  be 
drafted  into  an  army  or  not,  is,  fortunately,  not  a  question 
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for  a  physician  examining-  recruits  to  decide.  It  is  his 
duty,  rather,  to  make  up  his  mind,  after  an  examination  of 
any  given  applicant,  whether  the  chances  of  that  man's 
competency  in  the  firing  line  will  be  sufficiently  good  to 
justify  the  money  which  the  government  will  spend" -in 
feeding,  clothing  and  training  him.  It  goes  without  saying 
that  all  men  should  be  eliminated  who  show  marked 
psychopathic  tendencies  or  who  are  obviously  psychoneu- 
rotic at  the  time  of  examination.  I  have  been  much 
impressed  with  the  large  number  of  cases  (many  of  which 
are  not  reported  here)  that  I  have  had  an  opportunity  of 
examining  who  gave  a  history  of  previous  breakdowns  or 
of  having  had  tendencies  toward  psychoneurotic  reactions  in 
their  past  life,  but  who  nevertheless  adapted  themselves  well 
to  training  and  fought  well  for  many  months,  some  of  them 
indefinitely.  I  am  therefore  forced  to  the  belief  that  there 
is  in  military  discipline  a  powerful  therapeutic  agency  and 
that  not  only  the  country  as  a  whole,  but  many  individuals, 
would  lose  a  great  deal  if  they  were  denied  service  in  the 
army  simply  because  they  could  show  a  history  of  some 
psychoneurotic  disturbances  in  the  past. 

The  problem  therefore  would  reduce  itself  to  a  matter  of 
gauging  the  probable  persistence  and  severity  of  such 
tendencies,  which  is  obviously  a  difficult  matter.  No  one 
of  course  who  is  ill- adapted  to  civilian  life  at  the  time  of 
enlistment  should  be  considered.  Those  patients  who  have 
given  a  history  of  such  tendencies  as  night  terrors,  fear  of 
the  dark,  fear  of  the  underground  or  fear  of  thunder-storms, 
and  who  present  no  evidence  of  having  outgrown  these 
tendencies,  who  are  still  in  considerable  measure  incapaci- 
tated by  them — all  such  persons  are  probably  poor  risks 
from  the  army  standpoint.  Again  it  is  practically  certain 
that  any  individual  who  is  in  times  of  peace  temporarily 
incapacitated  by  sights  of  cruelty,  bloodshed,  accidents, 
etc.,  is  very  unlikely  to  have  any  but  the  briefest  resistance 
to  the  constant  strain  imposed  by  the  inevitable  horrors  of 
war.  Such  symptoms  as  giddiness  in  high  places  are  so 
universal  as  to  have  practically  no  significance  when 
occurring  alone.  If  it  were  practicable  much  more  finality 
in  the  physician's  judgment  could  be  given  if  he  had  an 
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opportunity  of  examining  recruits  twice.  In  his  first 
examination  he  could  pick  out  doubtful  cases  and  then 
reexamine  them  after  some  months  of  training  in  order  to 
discover  whether  the  military  life  had  had  a  salutary  or  a 
deteriorating  effect  on  them.  If  they  had  improved  they 
would  probably  be  good  risks.  If  they  had  not  improved, 
however,  it  would  be  highly  improbable  that  their  experience 
at  the  front  would  be  anything  but  temporary.  Although 
I  have  seen  many  cases  showing  neurotic  tendencies  who 
improved  under  training  and  became  excellent  soldiers,  I 
have  not  seen  one  who  failed  to  improve  under  training 
whose  condition  became  better  when  he  was  actually  in  the 
firing  line. 

The  next  problem  in  connection  with  prophylaxis  has  to 
do  with  lightening  so  far  as  possible  the  strain  that  is  inevi- 
table in  trench  warfare.  It  is  of  course  an  easy  matter  for 
the  physician  to  say  that  the  soldier  must  have  frequent 
relief  from  duty  and  be  given  all  possible  distractions,  and 
equally  easy  for  the  staff  officers  to  reply  that  such  coddling 
of  the  men  is  incompatible  with  the  conduct  of  a  campaign. 
Obviously  this  problem  is  at  once  both  a  military  and  a 
medical  one.  At  the  present  time  the  line  officers  of  the 
British  Army  are  as  acutely  aware  of  the  necessity  for  rest  and 
distraction  as  are  the  physicians,  and  the  reason  for  this  is 
that  they  have  discovered  that  no  matter  how  much  men 
may  be  forced  and  no  matter  how  willing  they  may  be  to 
continue  in  the  trenches  they  nevertheless  become  inefficient 
when  subjected  to  more  than  a  certain  amount  of  fatigue. 
If  at  all  feasible,  a  system  of  relief  should  be  worked  out  in 
conference  between  psychiatrists  and  the  staff.  If  also 
practicable,  a  certain  laxity  in  the  arrangements  should  be 
left  whereby  psychiatrists  might  be  allowed  the  privilege  of 
removing  certain  men  from  the  trenches  earlier  than  they 
would  their  fellows.  If  possible,  this  would  be  of  great 
military  advantage,  as  the  history  of  many  patients  show 
that  when  they  have  an  opportunity  to  rest  they  quickly 
recover  from  the  premonitory  symptoms  of  a  war  neurosis 
and  return  to  fight  again  quite  competently.  Once  the 
disease  has  progressed  beyond  a  certain  point,  however, 
there  seems  to  be  no  return  except  after  a  long  period  of 
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treatment.  The  best  criterion  I  have  been  able  to  discover 
for  permanence  of  symptoms  is  the  presence  of  repeated 
nightmares  of  actual  fighting.  I  was  not  able  to  find  a 
single  patient  who  had  once  shown  these  symptoms  and 
subsequently  improved  without  regular  and  protracted 
treatment.  These  remarks  refer  of  course  more  particularly 
to  the  anxiety  states  than  to  the  conversion  hysterias.  If 
all  the  private  soldiers  who  complain  of  the  milder  degree 
of  resistance  to  the  trenches,  which  so  many  of  these  men 
show  before  the  actual  hysteria  begins — if  all  these  men 
were  allowed  to  go  back  into  rest  camps  there  would  prob- 
ably be  very  little  army  left.  On  the  other  hand,  the 
officers  who  break  down  with  anxiety  conditions,  if  they 
are  good  officers  and  of  value  to  the  army,  are  men  who  would 
be  loth  to  leave  their  duty  unless  ordered  to  do  so.  It  goes 
without  saying  that  all  forms  of  comfort  and  distraction, 
particularly  the  presence  of  palatable  food  and  drink,  are  of 
importance  from  a  medical  standpoint  in  the  present  war  as 
they  never  have  been  before.  Where  every  factor  seems  to 
operate  in  making  it  hard  for  the  soldier  to  maintain  his 
adaptation — his  pleasure  in  the  service — it  is  essential  that 
his  difficulties  should  be  reduced  to  a  minimum,  and  that, 
on  the  other  hand,  he  should  be  furnished  with  every  pos- 
sible means  for  giving  him  that  pleasure  which  would 
distract  his  mind  from  all  that  is  unpleasant  and  horrible 
around  him. 

Finally,  when  men  are  sent  back  to  rest  camps  in  order 
to  recover  from  their  fatigue  it  would  be  highly  desirable 
that  they  should  receive  an  examination  before  they  return 
to  active  duty  again.  As  has  been  shown  in  a  number  of 
cases  in  this  report,  the  prospect  of  returning  to  duty,  when 
recovery  has  not  been  complete  is  frequently  the  occasion 
for  utter  discouragement  and  consequent  collapse.  In  a 
war  that  may  last  for  years  an  extra  week  or  even  an  extra 
month  of  absence  from  the  trenches  is  less  loss  to  the  army 
than  is  that  which  is  occasioned  by  the  protracted  conva- 
lescence which  follows  only  a  week,  perhaps,  of  efficient 
service.  Here  again  then  the  problem  is  reduced  to  a 
question  of  adapting  individual  treatment  to  the  military 
necessities  that  consider  all  men  alike. 


RECOMMENDATIONS  FOR  THE  TREATMENT  OF 
MENTAL  AND  NERVOUS  DISEASES  IN 
THE  UNITED  STATES  ARMY  * 


By  Thomas  W.  Salmon,  M.  Dm 

Major,  Medical  Reserve  Corps,  U.  S.  Army. 
Medical  Director,  The  National  Committee  for  Mental  Hygiene. 

The  following  recommendations  for  the  treatment  of 
mental  diseases  and  war  neuroses  ("shell  shock")  in 
United  States  troops  are  based  chiefly  upon  the  experi- 
ence of  the  British  Army  in  dealing-  with  these  disorders. 
The  advice  of  British  medical  officers  engaged  in  this  special 
work  has  aided  greatly  in  formulating  the  plans  presented. 
At  the  same  time  conditions  imposed  by  the  necessity  of 
conducting  our  military  operations  three  thousand  miles 
away  from  home  territory  have  been  borne  in  mind. 

It  seems  desirable  to  consider,  separately,  in  these  recom- 
mendations Expeditionary  and  Non-Expeditionary  Forces. 
It  is  necessary  to  deal  separately  with  mental  and  nervous 
diseases  in  the  United  States  but  not  in  France.  While 
facilities  existing  at  home  can  be  utilized  for  the  treatment 
of  mental  diseases,  it  is  necessary  to  create  new  ones  for 
the  treatment  of  the  war  neuroses.  In  France,  where  all 
facilities  for  treatment  must  be  created  by  the  medical 
department,  the  distinction  between  psychoses  and  neuroses 
need  not  be  drawn  so  closely.  Consequently  simpler  and 
more  effective  methods  of  administrative  management  can 
be  devised. 

The  importance  of  providing,  in  advance  of  their  urgent 
need,  adequate  facilities  for  the  treatment  and  management 
of  nervous  and  mental  disorders  can  hardly  be  overstated. 
The  European  countries  at  war  had  made  practically 
no  such  preparations  and  they  fell  into  difficulties  from 
which  they  are  now  only  commencing  to  extricate  them- 
selves. We  can  profit  by  their  experience  and,  if  we 
choose,  have  at  our  disposal,  before  we  begin  to  sustain 
these  types  of  casualties  in  very  large  numbers,  a  personnel 

♦.From  a  report  to  the  Surgeon  General  of  the  United  States  Army. 
July- 1917— h 


356 


of  specially  trained  medical  officers,  nurses  and  civilian 
assistants,  and  an  efficient  mechanism  for  treating  mental 
and  nervous  disorders  in  France,  evacuating  them  to  home 
territory  and  continuing  their  treatment,  when  necessary, 
in  the  United  States. 

Although  it  might  be  considered  more  appropriately  under 
the  heading  of  prevention  than  under  that  of  treatment,  the 
most  important  recommendation  to  be  made  is  that  of  rigidly 
excluding  insane,  feebleminded,  psychopathic  and  neuro- 
pathic individuals  from  the  forces  which  are  to  be  sent  to 
France  and  exposed  to  the  terrific  stress  of  modern  war. 
Not  only  the  medical  officers  but  the  line  officers  inter- 
viewed in  England  emphasized  over  and  over  again  the 
importance  of  not  accepting  mentally  unstable  recruits  for 
military  service  at  the  front.  If  the  period  of  training  at 
the  concentration  camps  is  used  for  observation  and  exam- 
ination, it  is  within  our  power  to  reduce  very  materially 
the  difficult  problem  of  caring  for  mental  and  nervous 
cases  in  France,  increase  the  military  efficiency  of  the 
Expeditionary  Forces  and  save  the  country  millions  of  dol- 
lars in  pensions.  Sir  William  Osier,  who  has  had  a  large 
experience  in  the  selection  of  recruits  for  the  British  Army 
and  has  seen  the  disastrous  results  of  carelessness  in  this 
respect,  feels  so  strongly  on  the  subject  that  he  has  recently 
made  his  views  known  in  a  letter  to  the  Journal  of  the 
American  Medical  Asssociation  *  in  which  he  mentions  the 
neuropathic  make-up  as  one  of  the  three  great  causes  for 
the  invariable  rejection  of  recruits.  In  personal  conversa- 
tion he  gave  numerous  illustrations  of  the  burden  which 
the  acceptance  of  neurotic  recruits  had  unnecessarily 
thrown  upon  an  army  struggling  to  surmount  the  difficult 
medical  problems  inseparable  from  the  war. 

It  is  most  convenient  to  summarize  the  recommendations 
as  follows  and  then  to  discuss  each  one  somewhat  in  detail: 


♦Journal  American  Medical  Association,  Vol.  LXIX,  No.  4,  p.  290  (July  28, 
1917). 
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SUMMARY  OF  RECOMMENDATIONS  FOR  THE  CARE  AND 
TREATMENT  OF  MENTAL  DISEASES  AND  WAR  NEU- 
ROSES ("SHELL  SHOCK")  IN  THE  EXPEDITIONARY 
FORCES. 

Over-Seas: 

1.  Base  Section  of  Line  of  Communications. 

(a)  A  Special  Base  Hospital  of  500  beds  for  neuro- 

psyehiatric  cases,  located  at  the  base  upon 
which  each  army  (of  500,000—600,000)  rests. 
These  Special  Base  Hospitals  to  be  used  for 
cases  likely  to  recover  and  return  to  active 
duty  within  six  months.  Other  cases  to  be 
cared  for  while  waiting  to  be  evacuated  to  the 
United  States. 

(b)  One  or  more  Special  Convalescent  Camps  in 

connection  with  (and  conducted  as  part  of) 
each  Special  Base  Hospital. 

2.  Advanced  Section  of  Line  of  Communications. 

(a)  Special  Neuro-Psychiatric  Wards  of  30  beds, 
in  charge  of  three  psychiatrists  and  neurolo- 
gists for  each  Base  Hospital  having  an  active 
service.  These  wards  to  be  used  for  observa- 
•  tion  (including  medico-legal  cases)  and  for 
emergency  treatment  of  mental  and  nervous 
cases. 

(£)  Detail  of  a  psychiatrist  or  neurologist  attached 
to  the  neuro-psychiatric  wards  of  Base  Hospi- 
tals to  Evacuation  Hospitals  or  stations  fur- 
ther advanced  as  opportunities  permit. 

United  States: 

1.    Mental  (insane). 

(a)  One  or  more  Clearing  Hospitals  for  reception, 
emergency  treatment,  classification  and  dis- 
position of  mental  cases  among  enlisted  men 
invalided  home. 
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(b)  Clearing  Wards  (in  connection  with  a  general 

hospital  for  officers  or  private  institutions  for 
mental  diseases)  for  reception,  emergency 
treatment,  classification  and  disposition  of 
mental  cases  among  officers  invalided  home. 

(c)  Legislation  permitting  the  Surgeon  General  to 

make  contracts  with  public  and  private  hos- 
pitals maintaining  satisfactory  standards  of 
treatment  for  the  continued  care  of  officers 
and  men  suffering  from  mental  diseases  until 
recommended  for  retirement  or  discharge 
(with  or  without  pension)  by  a  Special 
Board. 

(d)  Appointment  of  a  Special  Board  of  three  medical 

officers  to  visit  all  institutions  in  which  insane 
officers  and  men  are  cared  for  under  such 
contracts  to  see  that  adequate  treatment  is 
being  given  and  to  retire  or  discharge  (with 
or  without  pension)  those  not  likely  to  recover. 

2.     War  Neuroses  (" Shell  Shock") . 

(a)  Re-construction  Centers  (the  number  and  capac- 

ity to  be  determined  by  the  need)  for  the 
treatment  and  re-education  of  such  cases  of 
war  neuroses  as  are  invalided  home.  Injuries 
to  peripheral  nerves,  brain  and  cord  to  be 
treated  elsewhere. 

(b)  Special  Convalescent  Camps  where  recovered 

cases  can  go  and  not  be  subject  to  the  harm- 
ful influences  for  those  cases  which  exist  in 
camps  for  ordinary  medical  and  surgical 
cases. 

(c)  Employment  of  the  Special  Board  of  medical 

officers,  recommended  under  11 1  (d),"  to  visit 
all  re-educational  centers  and  convalescent 
camps  in  which  war  neuroses  are  treated  to 
see  that  adequate  treatment  is  being  given  and 
to  retire  or  discharge  (with  or  without  pen- 
sion) those  not  likely  to  recover. 
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EXPEDITIONARY  FORCES. 

1.  Over-Seas. 

The  plan  herein  suggested  for  dealing  with  mental  and 
functional  nervous  diseases  in  the  Expeditionary  Forces 
over-seas  presupposes  that  all  sick  and  wounded  soldiers 
who  are  not  likely  to  be  returned  for  duty  in  the  fighting 
line  within  six  months  will  be  evacuated  to  home  terri- 
tory. The  same  considerations  which  led  to  the  adoption 
of  this  policy  by  the  Canadian  Army  are  equally  valid  in 
the  case  of  American  troops.  If  large  numbers  of  the  sick 
and  wounded  who  are  not  likely  to  return  to  active  duty 
have  to  be  cared  for  in  France  during  long  periods  of  dis- 
ability, the  amount  of  food  and  other  supplies  which  must 
be  sent  over-seas  for  them  and  for  those  who  care  for  them 
will  diminish  the  tonnage  available  for  the  transportation 
of  munitions  required  for  successful  military  operations; 
the  great  auxiliary  hospital  facilities  available  in  the  United 
States  can  not  be  utilized  and,  in  the  case  of  the  severe 
neuroses,  fewer  recoveries  will  take  place.  If  submarine  ac- 
tivities seriously  interfere  with  the  return  of  disabled  soldiers 
to  the  United  States  and  it  is  necessary  to  provide  continued 
care,  chronic  cases  should  be  evacuated  to  special  hospitals 
established  in  France  for  this  purpose.  It  is  very  desirable  to 
maintain  an  active  service  in  base  hospitals  that  receive  cases 
from  the  front.  This  is  especially  true  in  the  case  of  the  war 
neuroses. 

(a)  Base  Section  of  Line  of  Communications . — The  base 
upon  which  each  army  rests  should  be  provided  with  a 
Special  Base  Hospital  of  five  hundred  beds  for  neuro-psy- 
chiatric  cases.  Three  years'  experience  in  treating  these 
cases  in  general  hospitals  in  England  and  France  amply 
demonstrates  the  need  for  such  an  institution.  Few  more 
hopeful  cases  exist  in  the  medical  services  of  the  countries 
at  war  than  those  suffering  from  the  war  neuroses  grouped 
under  the  term  "  shell  shock  "  when  treated  in  special  hos- 
pitals by  physicians  a?id  nurses  familiar  with  the  nature  of 
functional  nervous  diseases  a?id  with  their  management.  On 
the  other  hand,  the  general  military  hospitals  and  convales- 
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cent  camps  presented  no  more  pathetic  picture  than  the 
mismanaged  nervous  and  mental  cases  which  crowded  their 
wards  before  such  special  hospitals  were  established. 
Exposed  to  misdirected  harshness  or  to  equally  misdirected 
sympathy,  dealt  with  at  one  time  as  malingerers  and  at 
another  as  sufferers  from  incurable  organic  nervous  disease, 
'  passed  on  "  from  one  hospital  to  another  and  finally  dis- 
charged with  pensions  which  can  not  subsequently  be  dimin- 
ished, their  treatment  has  been  a  sad  chapter  in  military 
medicine.  As  one  writer  has  said,  "they  enter  the  hospi- 
tals as  'shell  shock'  cases  and  come  out  as  nervous 
wrecks."  To  their  initial  neurological  disability  (of  a 
distinctly  recoverable  nature)  are  added  such  secondary 
effects  as  unfavorable  habit  reactions,  stereotypy  and  fixa- 
tion of  symptoms,  the  self-pity  of  the  confirmed  hysteric, 
the  morbid  timidity  and  anxiety  of  the  neurasthenic  and 
the  despair  of  the  hypochondriac.  In  such  hospitals  and 
convalescent  homes  inactivity  and  aimless  lounging 
weaken  the  will  and  the  attitude  of  permanent  invalid- 
ism quickly  replaces  that  of  recovery.  The  provision  of 
special  facilities  for  the  treatment  of  "shell  shock" 
cases  is  imperative  from  the  point  of  view  of  military 
efficiency  as  well  as  from  that  of  common  humanity,  for 
more  than  half  these  cases  can  be  returned  to  duty  if  they 
receive  active  treatment  in  special  hospitals  from  an  early 
period  in  their  disease. 

British  experience  indicates  that  about  one  hundred  of  the 
beds  in  each  such  Special  Base  Hospital  would  be  occupied 
by  mental  cases  and  the  rest  by  those  suffering  from  war 
neuroses.  It  is  not  necessary  to  make  this  division  arbi- 
trarily in  advance,  however,  as  both  classes  of  cases  can  be 
cared  for  in  the  type  of  hospital  to  be  proposed  and  re- 
distribution of  patients  can  be  made  from  time  to  time  as 
circumstances  require.  It  should  be  the  object  of  these 
Special  Base  Hospitals  to  provide  treatment  for  all  cases 
likelv  to  recover  and  be  returned  to  active  duty  within  six 
months.  Practically  all  mental  cases,  even  those  who 
recover  during  this  period,  as  well  as  functional  nervous 
cases  presenting  an  unfavorable  outlook  or  which  are  un- 
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improved  by  special  treatment,  should  be  evacuated  to 
the  United  States  as  rapidly  as  transportation  conditions 
will  permit. 

Each  such  hospital  should  be  located  with  reference  to 
its  accessibility  to  other  hospitals  along  the  line  of  commu- 
nications of  the  army  which  it  serves.  This  will  necessitate 
its  being  on  the  main  railway  line  down  which  disabled 
soldiers  are  evacuated  from  the  front.  It  should  also  be 
within  convenient  reach  of,  although  not  necessarily  at,  the 
port  of  embarkation.  If  it  is  possible  to  secure  a  site  in 
southern  France  where  outdoor  work  can  be  continued 
during  the  winter  many  important  advantages  will  be 
gained.  Gardening  and  other  outdoor  occupations  are  so 
valuable  that  the  amount  of  ground  adjoining  each  base 
hospital,  or  contiguous  to  it,  should  be  not  less  than  one 
acre  for  every  six  patients  of  one-third  its  population. 
Thus,  at  least  thirty  acres  are  required  for  a  hospital  with 
five  hundred  beds. 

The  type  of  general  hospital  adopted  by  the  American 
Army  for  cantonment  camps  could  be  used,  with  certain 
interior  changes,  but  it  would  be  more  advantageous  to 
secure  a  large  hotel  or  school  and  remodel  it  to  perform 
the  special  functions  of  a  hospital  of  this  character.  The 
living  arrangements  in  these  special  hospitals  are  simpler 
than  in  general  hospitals  for  medical  and  surgical  cases. 
About  5  per  cent  of  the  bed-capacity  will  have  to  be  in 
single  rooms.  This  percentage  will  be  somewhat  greater 
in  the  psychiatric  division  and  less  in  the  neurological 
division.  Less  than  3  per  cent  of  the  population  will  be 
bed-patients.  A  sufficient  number  of  rooms  in  both  neuro- 
logical and  psychiatrical  sections  should  be  set  aside  for 
officers — the  higher  proportion  of  officers  among  patients 
with  neuroses  being  taken  into  consideration  in  planning 
this  department. 

It  is  necessary  to  allow  liberally  for  examining  rooms, 
massage,  hydrotherapy  and  electrotherapy,  and  to  provide 
one  large  room  which  can  be  used  for  an  amusement  hall. 
When  the  patients  and  staff  have  been  suitably  housed 
attention  should  be  directed  to  the  highly  important  features 
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of  shops,  industrial  equipment,  gymnasium  and  gardens. 
If  no  suitable  buildings  close  to  the  hospital  can  be  secured, 
perfect'y  adequate  facilities  can  be  provided  in  cheaply 
constructed  wooden  huts  with  concrete  floors.  A  gymna- 
sium can  be  erected  more  cheaply  than  an  existing  building 
can  be  adapted  for  this  purpose  unless  a  large  storehouse, 
barn  or  factory  is  available. 

Hydrotherapeutic  equipment  should  include  continuous 
baths,  Scotch  douche,  needle  baths  and  a  swimming  pool. 
The  latter  is  exceptionally  valuable  in  the  treatment  of 
functional  paralyses  and  disturbances  of  gait  which  disap- 
pear while  patients  are  swimming,  thus  often  opening  the 
way  for  rapid  recovery  by  persuasion. 

Electrical  apparatus  is  necessary  for  diagnostic  purposes 
and  also  for  general  and  local  treatment. 

Second  in  importance  only  to  the  general  psychological 
control  of  the  situation  in  functional  nervous  diseases  is  the 
restoration  of  the  lost  or  impaired  functions  byre-education. 
None  of  the  methods  available  for  re-education  are  so  valu- 
able in  the  war  neuroses  as  those  in  which  a  useful  occupa- 
tion is  employed  as  the  means  for  training.  Re-education 
should  commence  as  soon  as  the  patient  is  received. 
Thought,  will,  feeling  and  function  have  all  to  be  restored 
and  work  toward  all  these  ends  should  be  undertaken  simul- 
taneously. Non-productive  occupations  are  not  only  useless 
but  deleterious.  The  principle  of  "learning  by  doing" 
should  guide  all  re-educative  work.  Continual  "resting," 
long  periods  spent  alone,  general  softening  of  the  environ- 
ment and  occupations  undertaken  simply  because  the  mood 
of  the  patient  suggests  them  are  positively  harmful,  as 
shown  by  the  poor  results  obtained  in  those  general  hospi- 
tals and  convalescent  homes  in  which  such  measures  are 
employed. 

The  industrial  equipment  needed  is  relatively  simple  and 
inexj)ensive.  It  is  very  desirable  to  begin  with  a  few 
absolutely  necessary  things  and  to  add  those  made  by  the 
patients  themselves.  When  this  is  done  every  piece  of 
apparatus  is  invested,  in  the  eyes  of  the  patients,  with  the 
spirit  of  achievement  through  persistent  effort— the  very 
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keynote  of  treatment.  The  fact  that  it  has  been  made  by 
patients  recovering  from  neuroses  will  help  hundreds  of 
subsequent  patients  through  the  force  of  hopeful  suggestion. 
The  following  list  gives  the  equipment  for  the  shops  which 
is  necessary  at  the  beginning. 

Smiths'  shop: 

Forges,  tools,  etc.,  for  ten  men. 
Fitting  shop: 

One  screw-cutting  lathe,  one  sensitive  drill,  one  polish- 
ing machine,  one  electric  motor  \%  h.  p.,  swages 
and  tools  for  eight  men. 
Leather  blocking  room: 

Sewing  machine,  eyeletting  machine,  tank,  galvanized 
iron  and  tools. 
Tailors'  shop: 

Three  Singer  machines,  tools  for  ten  men. 
Carpenters'  shop: 

Selected  tools  for  fifteen  men,  bench  screws  and  special 
tools  not  for  general  use,  wood-turner's  lathe. 
Machine  shop: 

Electric  motor,  8^2  h.  p.,  with  shafting,  brackets,  etc. 
Cement  shop: 

Metal  molds,  tools  for  twelve  men. 
Printing  shop: 

Press' and  accessories: 
General: 

Drilling  machine,  grindstone,  screw-cutting  lathe,  fret- 
saw workers'  machine  and  patterns,  circular-saw 
bench. 

Practically  all  gymnasium  apparatus  can  be  made  in  the 
shops  after  the  hospital  is  opened. 

Each  Special  Base  Hospital  should  be  able  to  evacuate 
patients  who,  although  not  quite  able  to  return  to  active 
duty,  no  longer  require  intensive  treatment.  For  this  pur- 
pose one  or  more  convalescent  camps  within  convenient 
distance  by  motor  truck  from  the  main  institution  should 
be  established.    Each  of  these  convalescent  camps  should 
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not  exceed  100  in  capacity.  It  will  require  only  one  med- 
ical officer,  one  sergeant,  three  female  nurses,  an  instructor 
and  three  or  four  hospital  corps  men,  as  the  patients  will 
be  able  to  care  for  themselves  and  in  a  short  time  return 
to  duty. 

One  camp  may  have  to  be  established  for  the  care  of 
another  type  of  cases.  It  is  conceivable  that  submarine 
activity  will  interfere  so  seriously  with  the  evacuation  of 
chronic  and  non-recoverable  cases  to  the  United  States  that 
the  special  hospital  will  be  overcrowded.  Overcrowding  will 
instantly  interfere  with  the  success  of  the  work  and  this  will 
simply  mean  that  men  who  otherwise  might  recover  and 
return  to  military  duty  at  the  front  will  fail  to  do  so.  Such 
a  calamity  can  be  averted  by  transferring  chronic  and  non- 
recoverable  cases  to  a  camp  organized  upon  quite  simple 
lines  under  direct  control  of  the  main  hospital  and  near 
enough  to  utilize  its  therapeutic  resources.  The  beds  which 
such  patients  would  otherwise  occupy  in  the  Special  Base 
Hospital  can  be  made  available  for  the  use  of  fresh,  recover- 
able cases.  Such  developments  might  better  be  made 
naturally  as  circumstances  require  than  provided  for  by 
any  formal  arrangements  made  in  advance. 

Each  base  hospital  should  have  the  personnel  enumerated 
in  the  following  table: 

PERSONNEL  FOR  SPECIAL   BASE  HOSPITAL 
FOR  NEURO-PSYCHIATR1C  CASES. 


Commissioned  Officers. 


Major 

M. 

C. 

Commanding  Officer. 

Captain 

M. 

C. 

Adjutant,  Surgeon  of  the  Command, 

Recruiting  Officer. 

Captain 

Q- 

C. 

Quartermaster. 

Major 

M. 

R. 

C. 

Director. 

Major 

M. 

R. 

C. 

Chief  Neurological  Division. 

Major 

M. 

R. 

C. 

Chief  Psychiatrical  Division. 

Major 

M. 

R. 

C. 

Chief  Occupational  Division. 

Captain 

M. 

R. 

C. 

Pathologist. 

Captain 

M. 

R. 

C. 

In  charge  of  Convalescent  Camp. 

Captain 

M. 

R. 

C. 

In  charge  of  Electrotherapy  and  Hy- 

drotherapy. 

Captain 

M. 

R. 

c. 

Ward  Physician  (in  charge  of  trans- 

portation  of  patients). 
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Captain 

M. 

R. 

C. 

Ward  Physician. 

Captain 

M. 

R. 

C. 

Ward  Physician. 

1st  Lieutenant 

M. 

R. 

c. 

Ward  Physician. 

1st  Lieutenant 

M. 

R. 

c. 

Ward  Physician. 

1st  Lieutenant 

M. 

R. 

c. 

Ward  Physician. 

1st  Lieutenant 

M. 

R. 

c. 

Ward  Physician. 

1st  Lieutenant 

M. 

R. 

c. 

Ward  Physician. 

1st  Lieutenant 

San.  C. 

Psychologist. 

1st  Lieutenant 

San.  C. 

Registrar. 

Non- Commissioned  Officers. 


Sergeant,  1st  CI. 

H. 

C. 

General  supervision. 

Sergeant,  1st  CI. 

Q. 

C. 

Quartermaster  Sergeant. 

Sergeant,  1st  CI. 

H. 

c. 

Office. 

Sergeant,  1st  CI. 

H.  C. 

In  charge  of  Detachment  and  detach- 

ment accounts. 

Sergeant,  1st  CI. 

H. 

c. 

In  charge  of  Mess  and  Kitchen. 

Sergeant,  1st  CI. 

H. 

c. 

General  supervision,  Convalescent 

Camp. 

Sergeant,  1st  CI. 

H. 

c. 

In  charge  of  Shops. 

Sergeant,  1st  CI. 

H. 

c. 

In  charge  of  Garden  and  Grounds. 

Sergeant 

H. 

c. 

Hydrotherapy  Rooms. 

Sergeant 

H. 

c. 

Electrotherapy  Rooms. 

Sergeant 

H. 

c. 

Massage  Rooms. 

Sergeant 

H. 

c. 

Shops. 

Sergeant 

H. 

c. 

Gymnasium. 

Sergeant 

H. 

c. 

Mess  and  Kitchen. 

Sergeant 

H. 

c. 

Storerooms. 

Sergeant 

H. 

c. 

Office. 

Sergeant 

H. 

c. 

Office. 

Sergeant 

H. 

c. 

Outside  Police. 

Sergeant 

H. 

c. 

Wards. 

Sergeant 

H. 

c. 

Wards. 

Sergeant 

H. 

c. 

Wards. 

Sergeant 

H. 

c. 

Wards. 

Sergeant 

H. 

c. 

Wards. 

Sergeant 

H. 

c. 

Transportation  of  patients. 

Female  Nurses  (N.  C.) 

Chief  Nurse   11 

Assistant  to  Chief  Nurse   1  I 

Dietist   1  | 

Ward  Nurses   43  J 
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Enlisted  men  (H.  C.) 

14  Acting  Cooks. 
115  Privates,  1st  CI.  and  Privates  distributed  as  follows: 

Ward  Attendants: 

Neurological  division   22  "] 

Psychiatrical  division   26  52 

Convalescent  camp   4j 

Shops   10 

Electrotherapy  Rooms   4 

Hydrotherapy  Rooms   4 

Massage  Rooms   6 

Laboratory   2 

Kitchens  and  Mess   14 

Office   5 

Storerooms   6 

Orderlies   4 

Outside  Police   4 

Supernumeraries   4 

115 

Civilian  Employees 
Instructors: 

Outdooor  Occupations   1)  ^ 

Indoor  Occupations   1  f 

Assistant  Instructors: 

Carpentry  and  Wood-carving   1 

Cement  Work   1 

Metal  Worlc   1 

Leather  Work   1  \  b 

Gardening   1 

Printing   1 

Gymnasium   2  j 

Stenographers   4 

Photographer   1 

Laboratory  Technician   1 

16 

Recapitulation  : 

Commissioned  Officers   19 

Non-commissioned  Officers   24 

Female  Nurses   46 

Enlisted  Men   129 

Civilian  Employees   16 

234 
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The  commissioned  medical  officers  should  all  be  men 
with  excellent  training  in  neurology  and  psychiatry.  The 
neurologists  should  have  a  psychiatrical  outlook  and  the 
psychiatrists  should  be  familiar  with  neurological  technique. 
Of  importance  almost  equal  to  the  professional  qualifica- 
tions of  these  officers  is  their  character  and  tact,  and  no 
man  who  is  unable  to  adjust  his  personal  problems  should 
be  selected  for  this  work.  There  is  no  place  in  such  a  hos- 
pital for  a  "queer,"  disgruntled  or  irritable  individual 
except  as  a  patient.  Men  who  are  strong,  forceful,  patient, 
tactful  and  sympathetic  are  required.  It  is  better  to  permit 
a  medical  officer  not  having  these  qualifications  to  remain 
at  home  than  to  assign  him  to  one  of  these  hospitals  and 
allow  him  to  interfere  with  treatment  by  his  failure  to  estab- 
lish and  maintain  proper  contact  with  his  patients.  The 
resources  to  be  employed  include  psychological  analysis, 
persuasion,  sympathy,  discipline,  hypnotism,  ridicule,  en- 
couragement and  severity.  All  are  dangerous  or  useless  in 
the  hands  of  the  inexperienced,  as  the  records  of  "shell 
shock  "  cases  treated  in  general  hospital  testify.  In  the 
hands  of  men  capable  of  forming  a  correct  estimate  of 
the  make-up  of  each  patient  and  of  employing  these 
resources  with  reference  to  the  therapeutic  problem  pre- 
sented by  each  case,  they  are  powerful  aids. 

The  female  nurses  should  have  had  experience  in  the 
treatment  of  mental  and  nervous  diseases.  Character  and 
personality  are  as  important  in  nurses  as  in  medical  officers. 
A  large  proportion  of  college  women  will  be  found  advan- 
tageous. 

The  enlisted  men  who  perform  the  duties  of  ward  attend- 
ants and  assistants  in  the  shops,  gardens  and  gymnasium 
should  include  a  considerable  number  of  those  who  have 
had  experience  in  dealing  with  mental  and  nervous  diseases. 
The  civilian  employees  who  act  as  instructors  should  all 
have  had  practical  experience  in  the  use  of  occupations  in 
the  treatment  of  nervous  and  mental  diseases.  The  instruc- 
tor for  bed  occupations  should  be  a  woman  and  she  should 
train  the  female  nurses  to  assist  her  in  this  kind  of  work. 

No  work  is  more  exacting  than  that  which  falls  to  the 
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physicians  and  chief  lay  employees  in  such  a  hospital. 
Success  in  treatment  depends  chiefly  upon  each  person's 
establishing  and  maintaining  a  sincere  belief  in  the  work 
to  which  he  or  she  is  assigned.  No  hysterical  case  must  be 
regarded  as  hopeless.  The  maintenance  of  a  correct  atti- 
tude and  constant  cooperation  between  physicians,  nurses, 
instructors  and  men  in  the  face  of  the  tremendous  demands 
which  neurotic  patients  make  upon  the  patience  and  re- 
sourcefulness of  those  treating  them  soon  brings  weariness 
and  loss  of  interest  if  opportunities  for  recreation  do  not 
exist.  Therefore  it  should  be  the  duty  of  the  Director  to 
see  that  the  morale  and  good  spirits  of  all  are  kept  up.  His 
recommendations  as  to  the  transfer  to  other  military  duties 
of  medical  officers,  nurses,  instructors  or  men  who  prove 
unsuited  for  this  work  should  be  acted  upon  whenever 
possible  by  the  Chief  Surgeon  under  whom  the  hospital 
serves.  A  man  or  a  woman  may  prove  unadapted  to  this 
work  and  yet  be  a  valuable  member  of  the  staff  of  another 
kind  of  hospital.  This  subject  is  mentioned  so  particularly 
because  of  its  great  importance.  The  type  of  personnel 
will  determine  the  success  of  this  hospital  and  hence  its  use- 
fulness to  the  army  in  a  measure  which  is  unknown  in  other 
military  hospitals.  It  does  not  greatly  matter  whether  the 
operating  surgeon  understands  the  personality  of  the  soldier 
upon  whom  he  is  operating  or  not.  Whether  or  not  the 
physician  treating  a  case  of  "shell  shock  "  understands  the 
personality  of  his  patient  spells  success  or  failure. 

The  first  Special  Base  Hospital  established  for  neuro-psy- 
chiatric  cases  should  have  such  a  highly  efficient  personnel 
that  it  will  be  able  to  contribute  one-third  of  its  medical 
officers  and  trained  workers  to  the  next  similar  base  hospi- 
tal to  be  established,  filling  their  places  from  those  on  its 
reserve  list.  This  should  be  repeated  a  second  time  if  neces- 
sary and  thus  a  uniform  standard  of  excellence  and  the 
same  general  approach  to  problems  of  treatment  assured  in 
each  Special  Base  Hospital  organized  in  France. 

(b)  Advanced  Section  of  Li?ie  of  Commu?iications . — The 
French  and  the  British  experience  shows  the  great  desir- 
ability of  instituting  treatment  of  "shell  shock"  cases  as 
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early  as  possible.  So  little  has  been  done  as  yet  in  this 
direction  that  we  do  not  know  much  about  the  onset  of 
these  cases  and  just  what  happens  during  the  first  few  days. 
Such  information  has  been  contributed,  however,  by  the 
few  neurologists  and  psychiatrists  who  have  had  an  oppor- 
tunity of  working  in  Casualty  Clearing  Stations  or  positions 
even  nearer  the  front  indicates  that  much  can  be  done  in 
dealing  with  these  cases  if  they  can  be  treated  within  a  few 
hours  after  the  onset  of  severe  nervous  symptoms.  There 
are  data  to  show  that  even  by  the  time  these  cases  are  re- 
ceived at  base  hospitals  additions  have  been  made  to  the 
initial  neurological  disability  and  a  coloring  of  invalidism 
given  which  frequently  influences  the  prospects  of  recovery. 
It  is  desirable,  therefore,  to  provide  neuro-psychiatric  wards 
for  selected  base  hospitals  in  the  advanced  section  of  the 
line  of  communications.  Other  base  hospitals  can  send 
cases  to  those  which  possess  such  wards.  The  plan  of  pro- 
viding such  sections,  in  charge  of  neurologists  and  psychi- 
atrists, for  divisional  base  hospitals  in  the  Cantonment 
Camps  in  the  United  States  has  been  adopted  by  the 
Surgeon  General.  If  it  is  found  practicable  to  make  similar 
provisions  in  France,  these  units  can  accompany  the  divis- 
ions to  which  they  are  attached  when  they  join  the  Expedi- 
tionary Forces  in  the  Spring  of  1918.  In  the  meantime  it 
is  essential  that  each  base  hospital  should  have  on  its  staff 
a  neurologist  or  a  psychiatrist.  Provision  for  the  care  of 
mental  and  nervous  cases  nearer  the  front,  along  the  line  of 
communications,  can  best  be  developed  after  the  first  Special 
Base  Hospital  for  neuro-psychiatric  cases  has  been  estab- 
lished by  detaching  from  its  staff  individual  officers  as 
actual  circumstances  require. 

It  is  undesirable  to  formulate  plans  for  providing  this  kind 
of  care  still  nearer  the  fighting  line  until  a  more  careful 
study  has  been  made  of  the  results  obtained  by  the  English 
and  French  medical  services  in  this  undertaking. 

The  foregoing  recommedations  are  illustrated  graphically 
in  the  upper  part  of  the  appended  chart  from  Major  Pearce 
Bailey's  recent  paper.* 

*  "  Mental  Hygiene,"  Vol.  1,  No.  3  (July,  1917). 
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2.    In  the  United  States. 

{a)  Menial  Diseases  (Insa?iily) . — If  the  policy  is  adopted 
of  caring  in  France  for  mental  cases  likely  to  recover  and 
evacuating  all  others  to  the  United  States  at  once  or  at'the 
expiration  of  six  months'  treatment,  we  may  expect  to 
receive  at  the  port  of  arrival  in  the  United  States  not  less 
than  250  insane  soldiers  per  month  from  an  Expeditionary 
Force  of  1,000,000.  We  may  assume  that  a  plan  will  be 
adopted  for  the  reception  and  the  distribution  of  soldiers 
invalided  from  France  such  as  proposed  by  Major  Bailey. 

Well  organized  facilities  for  dealing  with  mental  disease 
exist  in  the  United  States  which  can  be  utilized  by  the 
government  without  the  necessity  of  creating  expensive 
new  agencies.  It  is  obvious  that  the  first  facts  to  be  deter- 
mined in  the  case  of  soldiers  reaching  the  United  States 
while  still  suffering  from  mental  disorders  or  who  have  been 
invalided  home  after  recovery  from  acute  attacks,  are: 

1.  The  cause  of  the  disorder,  with  special  reference 

to  military  service. 

2.  The  probable  outcome. 

3.  The  probable  duration. 

4.  The  special  needs  in  treatment. 

It  is  quite  impossible  to  ascertain  any  of  these  facts  by 
casual  examination  and  so  it  will  be  necessary  to  provide 
"Clearing  Hospitals"  for  non-commissioned  officers  and 
enlisted  men  where  patients  may  be  received  and  studied 
upon  their  arrival  with  the  view  of  determining  these  ques- 
tions. With  an  average  annual  admission  rate  of  3,000 
patients,  a  Clearing  Hospital  of  three  hundred  beds  would 
permit  an  average  period  of  treatment  of  thirty-six  days. 
This  would  seem  to  be  sufficient  as  the  Boston  Psycho- 
pathic Hospital,  during  an  average  period  of  treatment  of 
eighteen  days,  not  only  determines  similar  questions  but 
provides  continued  care  for  a  considerable  number  of 
recoverable  cases.  Such  Clearing  Hospitals  should  be 
established  near  the  port  of  arrival  and  should  be  essentially 
military  hospitals  with  Directors  who  not  only  are  well 
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trained  in  medical  duties  but  are  familiar  with  the  require- 
ments of  military  life  and  with  the  institutional  provisions 
in  the  United  States  that  can  be  utilized  for  continued 
treatment. 

With  such  an  active  service  as  a  Clearing  Hospital  will 
have,  the  number  of  medical  officers  should  be  not  less  than 
ten  and  there  should  be  an  adequate  clerical  force  to  care 
for  the  important  administrative  matters  which  would 
require  attention.  The  organization  of  civil  psychopathic 
hospitals  in  this  country  affords  data  for  determining  the 
proper  size  of  the  ward  and  domestic  services. 

After  a  period  of  observation  and  treatment  the  Director 
of  such  a  hospital  should  be  prepared  to  furnish  the  Special 
Distributing  Board  with  information  and  definite  recom- 
mendations as  to  the  further  disposal  of  each  case. 

Some  patients  will  be  found  at  the  Clearing  Hospitals  to 
have  recovered.  Although,  as  a  matter  of  military  policy, 
these  patients  will  not  be  available  for  duty  again  in 
France,  they  are  still  of  military  value  to  the  government. 
Such  soldiers  should  be  returned  to  duty  in  the  United 
States  by  the  Special  Distributing  Board  in  a  category 
which  would  prevent  their  being  exposed  again  in  the 
righting  line  but  which  would  indicate  precisely  the  work 
for  which  they  are  suited.  We  can  conceive  of  many  such 
soldiers  who  are  likely  to  break  down  again  under  the 
stress  of  actual  fighting,  but  who  are  quite  likely  to  remain 
in  good  health  if  they  are  not  so  exposed.  These  men  will 
have  had  valuable  military  experience  and  could  render 
efficient  service  as  instructors  in  training  camps  or  in  the 
performance  of  other  military  duties  in  the  United  States. 
Others  who  have  recovered  will  give  evidence  of  possessing 
such  an  unstable  or  inferior  mental  make-up  that  no  fur- 
ther military  life,  even  in  the  United  States,  is  desirable. 
In  such  cases  recommendations  should  be  made  by  the 
Directors  of  the  Clearing  Hospitals  to  the  Special  Distribu- 
ting Board  to  discharge  them  to  their  homes,  with  or  with- 
out pensions  as  the  circumstances  demand. 

There  will  be  found  others  who  have  not  been  benefited 
at  all  by  treatment  in  France  and  who  suffer  from  mental 
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disorders  with  an  extremely  unfavorable  outlook  for 
recovery.  When  this  conclusion  seems  justified,  the 
Directors  of  the  Clearing  Hospitals  should  recommend  these 
cases  for  transfer  to  a  suitable  public  or  private  institution 
in  the  States  from  which  they  enlisted  and  their  discharge 
from  the  army,  with  or  without  pension  as  the  circumstances 
demand. 

Another  group  of  cases  will  be  made  up  of  those  suffering 
from  psychoses  which  are  probably  recoverable.  It  is 
equally  to  the  advantage  of  the  army,  the  community  and 
the  patient  that  such  soldiers  be  given  continued  treatment. 
Facilities  for  the  care  of  mental  diseases  vary  so  greatly  in 
many  of  the  States  that  neither  the  army  nor  the  patients 
can  receive  any  assurance  that  proper  treatment  will  be 
afforded  if  such  soldiers  are  discharged  to  the  public 
institution  nearest  their  homes.  In  such  cases  the  important 
question  of  discharge,  with  or  without  pension,  should  be 
deferred  until  every  facility  has  been  given,  during  a 
reasonable  period  of  time,  for  recovery  to  take  place.  It  is 
recommended,  therefore,  that  these  cases  be  retained  in  the 
army  until  their  recovery  or  until  the  end  of  the  war  and 
ordered  for  treatment  to  State  hospitals  with  which  the 
Secretary  of  War  has  made  contracts.  A  government 
hospital  for  the  insane  would  be  the  most  suitable  for  carrying 
out  such  treatment  but  the  present  excellent  institution  in 
Washington  has  reached  the  size  of  3,135  beds  and  can 
care  for  few  additional  military  cases.  It  is  highly  desirable 
that  the  government  should  now  establish  a  military  hospital 
for  mental  diseases  for  the  army  and  navy  and  permit  the 
Government  Hospital  to  devote  all  its  resources  to  its  civil 
duties.  It  would  be  impossible,  however,  to  have  such  an 
institution  ready  within  two  years.  If  it  were  possible  to 
construct  such  a  new  government  hospital  in  shorter  time, 
it  would  still  be  necessary  to  provide  for  treatment  by 
contract,  for  such  an  institution  would  probably  have  to  care 
for  not  more  than  1,500  military  cases  during  peace.  A 
much  larger  number  are  to  be  expected  during  the  war. 

It  is  wiser  to  care  for  insane  soldiers  during  the  war  under 
contract  at  ten  or  twelve  first-class  hospitals  with  fully 
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adequate  facilities  for  treatment  than  to  distribute  them 
solely  with  reference  to  the  location  of  their  homes.  This 
will  involve  a  certain  hardship  through  making  it  difficult 
for  such  men  to  be  visited  by  their  relatives  and  friends  but 
it  is  possible  to  distribute  the  contract  hospitals  over  the 
country  in  such  a  way  that  there  would  be  few  cases  more 
than  a  day's  journey  from  their  homes.  The  primary  object 
is  to  insure  recovery  in  all  recoverable  cases.  This  should 
outweigh  all  other  considerations. 

The  legislation  permitting  the  Secretary  of  War  to  make 
such  contracts  should  state  clearly  that  they  shall  be  made 
only  with  institutions  possessing  facilities  for  treatment  laid 
down  by  the  Surgeon  General.  The  contract  hospitals 
should  be  required  to  devote  an  entire  building  of  approved 
construction  to  military  cases  or  to  erect  temporary  structures 
meeting  the  necessary  requirements  for  this  purpose. 

In  order  that  the  army  may  be  able  to  discharge  mental 
cases  cared  for  under  contract  promptly  upon  their  recovery 
or  upon  ascertaining  that  recovery  is  unlikely,  it  is  desirable 
that  a  special  board  of  three  medical  officers  should  be 
established  to  visit  the  institutions  constantly  and  act  as  a 
Board  of  Survey.  If  a  medical  officer  in  each  contract 
hospital  were  appointed  in  the  Medical  Reserve  Corps  and 
assigned  to  the  duty  of  caring  for  army  patients  he  could 
serve  as  a  member  of  such  a  board  when  convened  at  their 
hospital  and  make  it  possible  for  three  general  members  to 
cover  a  good  deal  more  ground. 

Clearing  Wards  for  officers  should  be  established  to  serve 
the  special  purposes  indicated  in  the  description  of  the 
Clearing  Hospitals  for  enlisted  men.  Such  wards  should 
provide  for  reception,  classification  and  treatment  in  cases 
likely  to  be  of  short  duration.  It  might  be  established  in 
connection  with  a  general  hospital  at  the  port  of  arrival  or 
in  connection  with  a  very  efficient  private  institution  for 
the  insane  in  which  full  military  control  of  this  department 
could  be  secured. 

It  is  equally  important  to  provide  for  the  continued 
treatment  of  officers  and  not  leave  this  question,  in  which 
the  army  has  so  great  an  interest,  to  choice  or  geographical 
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convenience.  Arrangements  similar  to  those  for  the  con- 
tinued care  of  enlisted  men  in  public  contract  hospitals 
could  easily  be  made  with  the  best  endowed  private  institu- 
tions for  the  insane,  such  as  Bloomingdale  Hospital,  White 
Plains,  N.  Y.;  Butler  Hospital,  Providence,  R.  I.;  Hartford 
Retreat,  Hartford,  Ct.;  McLean  Hospital,  Waverley,  Mass.; 
Sheppard  and  Enoch  Pratt  Hospital,  Towson,  Md.;  Henry 
Phipps  Psychiatric  Clinic,  Baltimore,  Md.,  and  the  Penn- 
sylvania Hospital  for  the  Insane,  Philadelphia,  Pa. 

(b)  War  neuroses  (M  shell  shock  ")• — It  is  not  necessary 
here  to  outline  the  organization  of  reconstruction  centers 
for  the  treatment  of  war  neuroses  in  the  United  States.  The 
general  principles  in  treatment  described  in  the  foregoing 
report  and  in  the  plan  recommended  for  France  should  be 
a  guide  in  the  development  of  those  centers.  It  might  be 
desirable  to  follow  the  plan  in  the  United  States  which  has 
been  so  successful  in  the  Granville  Canadian  Special  Hos- 
pital at  Ramsgate  of  treating  the  war  neuroses  in  a  center 
which  also  cared  for  orthopedic  cases  in  which  peripheral 
nerve  injuries  exist.  This  latter  type  of  patients  constitutes 
a  very  hopeful  group  of  cases  and  many  of  the  resources 
for  re-education  which  are  needed  in  their  treatment  are 
equally  useful  in  the  cases  of  hysterical  paralyses,  tremors 
and  disturbances  of  gait.  It  should  be  remembered 
that  if  the  policy  recommended  of  evacuating  to  the  United 
States  only  the  neuroses  which  fail  to  recover  in  six  months 
in  France  is  adopted  some  very  intractable  cases  will  be 
received.  For  the  most  part  these  will  be  patients  with  a 
constitutional  neuropathic  make-up — the  type  most  fre- 
quently seen  in  civil  practice.  Many  of  these  cases  will 
prove  amenable  to  long  continued  treatment  and  much  can 
be  expected  from  the  mental  effect  of  return  to  the  United 
States.  It  is  very  important  not  to  fall  into  the  mistake  made 
in  England  of  discharging  these  severe  cases  with  a  pension 
because  of  the  discouraging  results  of  treatment.  To  do 
so  will  swell  the  pension  list  enormously,  as  can  be  seen  by 
the  fact  that  15  per  cent  of  all  discharges  from  the  British 
Army  are  unrecovered  cases  of  mental  diseases  and  war 
neuroses.  Quite  aside  from  financial  considerations,  how- 
ever, is  the  injustice  of  turning  adrift  thousands  of  young 
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men  who  developed  their  nervous  disability  through  mili- 
tary service  and  who  can  find  in  their  home  towns  none  of 
the  facilities  required  for  their  cure.  It  is  recommended, 
therefore,  that  no  soldiers  suffering  from  functional  nervous 
diseases  be  discharged  from  the  army  until  at  least  a  year's 
special  lreatme?it  has  been  given.  Furloughs  can  be  given 
when  visits  home  will  be  beneficial  but  the  government 
should  neither  evade  the  responsibility  nor  surrender  the 
right  to  direct  the  treatment  of  these  cases.  A  serious 
social  and  economic  problem  has  been  created  in  England 
already  through  the  establishment  in  its  communities  of  a 
group  of  chronic  nervous  invalids  who  have  been  pre- 
maturely discharged  from  the  only  hospitals  existing  for 
the  efficient  treatment  of  their  illness.  So  serious  is  this 
problem  that  a  special  sanitarium — "The  House  of 
Recovery,"  the  first  of  several  to  be  provided — has  been 
established  in  London  and  subsidized  by  the  War  Office  for 
the  treatment  of  such  cases  among  pensioners. 

It  is  highly  important  not  to  permit  convalescent  cases  of 
this  kind  to  be  cared  for  in  the  ordinary  type  of  convales- 
cent camp  or  home.  The  surroundings  so  suitable  to  con- 
valescents from  wounds  or  other  diseases  are  very  harmful 
to  neurotic  cases.  Here  much  that  has  been  accomplished 
in  special  hospitals  by  patient,  skilful  work  is  undone. 
Therefore,  special  convalescent  camps  similar  to  those 
recommended  for  the  Expeditionary  Forces  in  France  should 
be  established  within  convenient  reach  of  the  reconstruction 
centers. 

The  Special  Board,  recommended  for  the  final  disposition 
of  mental  cases  should  deal  with  cases  of  functional  nervous 
diseases. 

Non-Expeditionary  Forces. 

Facilities  for  the  treatment  of  neuro-psychiatric  cases  at 
the  camps  in  the  United  States  have  been  approved  by  the 
Surgeon  General  and  are  now  being  provided.  These  will 
undoubtedly  prove  sufficient  for  dealing  temporarily  with 
mental  cases  developing  in  the  Non-Expeditionary  Forces. 
Their  final  disposition  should  be  made  by  means  of  the  same 
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mechanism  recommended  for  expeditionary  patients  who 
are  invalided  home  except  that  the  functions  of  the  Clear- 
ing Hospitals  for  mental  diseases  can  be  performed  by.  the 
neuro-psychiatric  wards  of  Divisional  Hospitals  and  that 
of  the  Special  Board  by  the  local  Boards  of  Survey  composed 
of  the  neurologists  and  psychiatrists  stationed  at  the  camps. 

Neuroses  are  very  common  among  soldiers  who  have 
never  been  exposed  to  shell-fire  and  will  undoubtedly  be 
seen  frequently  among  Non-Expeditionary  troops  in  this 
country.  In  England  nearly  30  per  cent  of  all  men  from 
the  Home  Forces  admitted  to  one  general  hospital  were 
suffering  from  various  neuroses.*  Most  of  these  were  men  of 
very  neurotic  make-up,  and  most  of  them  had  had  previous 
nervous  breakdowns.  Fear,  even  in  the  comparatively 
harmless  camp  exercises,  was  a  common  cause  of  neurotic 
symptoms.  Heart  symptoms  were  exceedingly  common. 
The  same  experience  in  our  own  training  camps  can  be 
confidently  predicted. 

The  responsibility  of  the  government  in  such  cases  is 
obviously  different  from  that  of  soldiers  returning  from  duty 
abroad.  In  the  neuro-psychiatric  wards  of  divisional  hos- 
pitals the  important  and  difficult  question  of  diagnosis  can 
be  well  determined.  Most  such  cases  should  be  discharged 
from  the  service.  Some  can  be  treated  at  the  reconstruc- 
tion centers,  for,  unfortunately,  there  are  scarcely  any  provi- 
sions in  the  United  States  for  the  treatment  of  the  neuroses 
except  in  the  case  of  the  rich.  It  is  freely  predicted  in 
England  that  the  wide  prevalence  of  the  neuroses  among 
soldiers  will  direct  attention  to  the  fact  that  this  kind  of 
illness  has  been  almost  wholly  ignored,  while  great  advances 
have  been  made  in  the  treatment  of  all  others.  In  civil 
life  one  still  hears  of  detecting  hysteria,  as  if  it  were  a 
crime,  and  although  the  wounded  burglar  is  carefully  and 
humanely  treated  in  the  modern  city  hospital,  the  hysteric 
is  usually  driven  away  from  its  doors.  To-day  the  enor- 
mous numbers  of  these  cases  among  some  of  Europe's 
best  fighting  men  is  leading  to  a  revision  of  the  medical  and 
popular  attitude  toward  functional  nervous  diseases. 

•Burton-Fanning:,  F.  W.  Neurasthenia  in  Soldiers  of  the  Home  Forces. 
Lancet  (London).    1 :  907-11  (June  16,  1917). 


RECOMMENDATIONS    FOR    THE  OBSERVATION 
OF  MENTAL  DISORDERS  INCIDENT 
TO  THE  WAR. 


By  Dr.  August  Hoch, 

Military  Director  of  the  Psychiatric  Institute, 
Professor  of  Psychiatry,  Cornell  University  Medical  College. 

It  has  seemed  to  the  writer  that  in  connection  with  this 
number  of  the  Bulletin,  devoted  to  Psychiatry  and  War, 
it  would  not  be  out  of  place  to  publish  a  guide  to  the  psy- 
chiatric examination  of  patients  with  mental  disorders 
occurring  as  a  result  of  war  causes,  a  guide  that  has  been 
recommended  by  the  Committee,  to  be  presently  spoken  of, 
to  the  Surgeon  General,  to  be  put  into  the  hands  of  those 
physicians  who  are  to  do  the  psychiatric  work  in  connec- 
tion with  our  army.  It  is  hoped  that  through  these 
recommendations  a  certain  uniformity  of  observations  may 
be  achieved.  This,  no  doubt,  would  add  materially  to  the 
value  of  these  observations  when  the  time  comes  to  collect 
the  important  contributions  which  will  be  furnished  by 
studies  of  mental  disorders  produced  under  such  unusual 
conditions  and  by  such  special  etiological  factors  as  those 
created  by  this  war. 

This  guide,  when  it  will  be  put  into  the  hands  of  the 
physicians,  will  be  supplemented  by  a  guide  to  the  neuro- 
logical examination,  and  one  to  the  examination  of  the 
"mental  level  "  of  the  patient. 

In  preparing  the  suggestions  here  presented  the  so-called 
"  mental  status"  has  been  used  which  the  writer  prepared 
some  years  ago,  and  which  has  for  some  time  been  ex- 
tensi  /ely  used  in  the  observation  of  cases  at  the  Psychi- 
atric Institute.  When  we  adapted  this  to  war  conditions, 
valuable  contributions  were  also  made,  especially  by  Dr. 
Salmon,  Dr.  Kirby,  Dr.  Southard,  and  Dr.  MacCurdy, 
without,  however,  modifying  the  fundamental  plan  of 
the  examination  originally  adapted  for  psychiatric  exami- 
nations in  peace  time.  It  was  our  aim  to  consider  in 
this  guide,  not  only  the  special  cases  which   may  be 
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encountered  as  the  result  of  war  causes  ('war  neuroses  with 
their  special  features  and  possible  psychotic  manifestations 
and  traumatic  conditions  with  their  interference  with 
intellectual  processes,  and  the  like),  but  also  all  the  types  of 
psychoses  and  psychoneuroses  which  occur  during  peace 
time  as  well  and  conditions  like  them  which  are  possibly 
dependent  upon  etiological  factors  peculiar  to  military 
service.  In  other  words,  an  attempt  has  been  made  to 
cover  all  possibilities  in  this  outline,  but  to  do  it  with 
special  reference  to  the  needs  of  a  hospital  receiving  only 
military  patients. 

Guide  to  the  Psychiatric  Examination  of  Patients. 

The  different  aspects  to  be  looked  into  in  cases  with 
mental  symptoms  (be  they  of  the  nature  of  definite  psy- 
choses or  of  psychoneuroses)  are  in  the  following  grouped 
under  several  successive  headings.  //  is  by  no  means 
necessarily  the  seque?ice  which  is  best  followed  in  every  instance. 
We  have  to  be  guided  in  this  by  the  condition  of  the 
patient,  but  it  is  important  that  all  of  these  aspects  should 
be  covered  in  every  case.  On  the  other  hand,  it  should  be 
borne  in  mind  that  a  given  case  may  be  so  obviously 
normal  in  regard  to  some  of  these  aspects  that  that  part 
can  be  dismissed  with  a  very  brief  description. 

The  examiner  should  make  use  of  his  own  knowledge  of 
military  life  and  make  constant  comparison  between  the 
patient's  attitude  toward  the  various  phases  of  life  in 
barracks,  camp  or  the  field,  and  his  own  observations  as  to 
the  attitude  of  other  soldiers;  and  he  should  make  the  best 
possible  use  of  the  fact  that  all  his  patients  are  soldiers. 

I.    Behavior,  Attitude  and  Emotional  State. 

Observe  first  the  general  demeanor  of  the  patient  as  he 
enters  the  room  (the  condition  of  his  uniform,  his  hair, 
his  finger  nails,  etc.),  and  his  reactions  to  a  few  simple 
questions  of  the  type  which  a  physician  would  naturally 
ask,  such  as  questions  about  the  patient's  health,  comfort, 
etc.    Note  also  whether  he  shows  evidence  of  loss  of 
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sleep,  of  having  been  crying,  or  evidence  of  bruises  (sug- 
gesting fighting  or  having  b^en  man-handled);  whether  he 
is  mindful  or  unmindful  of  the  attitude  of  a  soldier  with  an 
officer;  whether  toward  the  examiner  he  is  respectful, 
hostile,  friendly,  puerile. 

At  the  end  of  the  entire  examination  the  prelimary 
observations  should  be  supplemented  in  this  part  of  the 
record  by  a  summary  of  the  observations  regarding  behav- 
ior, attitude,  and  emotional  state,  which  are  made  through- 
out the  examination. 

A .  A  ccessibility . 

(1)  Natural,  free,  alert,  therefore   without  definite 

emotional  changes. 

(2)  With  definite  emotional  changes,  such  as 

(a)  Depressive:  depressed,  gloomy,  worried,  uneasy, 

anxious,  fearful,  etc. 

(b)  Elated:  satisfied,  happy,  exuberant,  etc. 

(c)  More  complex  emotional  states:  suspicious,  dis- 

tainful,  perplexed,  etc. 

B.  Inaccessibility. 

(1)  Without  definite  emotion:  apathetic,  dull,  som- 

nolent. 

(2)  With  more  active  emotional  changes:  depression, 

anxiousness,  uneasiness,  tenseness,  perplexity, 
suspiciousness,  disdain,  etc. 

Certain  reactions  may  at  once  lead  naturally  into  ques- 
tions as  to  what  is  the  trouble,  e.  g.,  with  an  evident  worry; 
one  would  ask:  What  is  it  you  worry  about?  or,  What  can 
we  do  for  you  ?  and  the  like.  This  should  however  be  taken 
up  more  fully  under  the  heading  of  content  of  thought. 

II.    Motor  Condition. 

A.    General  Motility. 

(1)  Normal. 

(2)  Overactivity,  excitement. 
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(3)  Diminished  activity,  such  as  slowness  of  motion 

(constant  or  inconstant),  complete  inactivity, 
possibly  with  catalepsy,  resistiveness. 

(4)  Queer,  bizarre  actions. 

B.  Speech. 

(1)  Normal  in  amount. 

(2)  Increased  in  amount  (talkative,  singing,  shouting, 

noisy). 

(3)  Diminished  in  amount:  slow  speech  (constant, 

inconstant),  mutism. 

(4)  Disordered  (other  than  defects  suggesting  organic 

trouble);  stuttering,  "baby  talk,"  explosive, 
accompanied  by  facial  contortions,  movements 
of  hands,  etc. 

III.  Stream  of  Thought. 

In  spontaneous  speech  or  answers  to  questions. 

(1)  Clear,  logical,  relevant. 

(2)  Retarded  (slowness  and  difficulty  of  thinking). 

(3)  Jumping  from  topic  to  topic  but  with  fairly  com- 

prehensible associations. 

(4)  Irrelevant — incomprehensible,  disconnected,  with 

queer  ideas. 

(5)  Fragmentary,  often  with  disordered  words,  para- 

phasia and  difficulty  in  word  finding. 

All  this  may  be  observed  in  the  patient's  spontaneous 
speech  and  in  answers  to  questions.  If  he  is  not  spon- 
taneous, then  ask  further  questions  in  which  it  is  best  to 
follow  the  patient's  lead. 

IV.  Content  of  Thought. 

(1)  Content  of  any  worry  or  anxiety  regarding  present 

and  past  situations,  physical  complaints;  appre- 
hensions about  the  present  and  future,  etc. 

(2)  Compulsive  ideas,  obsessions,  phobias. 
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Delusions,  hallucinations,  peculiar  mental  atti- 
tudes. Some  of  these  may  have  come  out 
before.  In  that  case  it  is  best  to  summarize 
briefly  what  has  been  obtained  thus  far,  and 
then  to  proceed  with  recording  the  further 
study.  It  should  be  remembered  that  it  is  not 
merely  a  question  of  recording  the  existence  of 
delusions  and  hallucinations,  and  the  like,  but 
a  question,  above  all,  of  inquiring  into  and 
recording  their  content.  Give  patient's  own 
words  regarding  hallucinations,  etc. 
If  nothing  has  thus  far  been  obtained  and  the 
patient  makes,  nevertheless,  the  impression  of 
being  psychotic,  the  following  questions  may 
bring  out  important  ideas: 

Have  you  had  any  peculiar,  experiences  ? 

Have  people  said  things  about  you? 

Does  any  underhand  work  seem  to  be  going 
on  ? 

How  do  you  fit  into  the  company  (battery, 

mess,  ward  room)? 
Has  any  one  made  queer  remarks?  Made 

veiled  references  to  you? 
Do  things  seem  natural  or  unreal  ? 
Do  you  hear  voices  ? 

Or,  sometimes  one  may  simply  ask:  What 

do  they  say  ? 
Have  people  done  things  to  you? 
Has  every  one  been  kind  to  you? 
Have  you  had  strange  dreams? 
Have  you  had  any  visions? 
Sometimes  questions  about  certain  topics  bring 
out  peculiar  mental  attitudes  or  peculiar  ideas, 
such  as: 

What  do  you  think  about  electricity?  or 
magnetism,  hypnotism,  thought  transfer- 
ence, wireless  telegraphy,  etc.? 

Sometimes  the  question,  Who  are  you?  leads  to 
important  answers. 
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V.  Orientation. 

Does  the  patient  know  the  day,  month  and  year  ?  Does 
he  know  what  place  he  is  in,  who  the  persons  are  about 
him,  or  does  he  understand,  at  any  rate  in  a  general  way, 
the  situation  ? 

VI.  Memory  and  Thinking. 

(1)  With  regard  to  old  events. 

(a)  Inquiry  into  the  life  history  before  the  advent  of 

the  psychosis  or  neurosis  as  regards  the  main 
data  (birthday,  positions,  dwelling  places,  as 
well  as  inquiry  about  events  since  enlistment, 
etc.),  with  dates.  This  gives  a  good  idea  of 
the  patient's  capacity  to  think  and  correlate 
the  different  facts  (look  for  discrepancies)  as 
well  as  of  his  memory. 

(b)  Calculation.    (Simple  calculations  are  a  matter 

of  mere  memory,  more  difficult  ones  test  the 
patient's  ability  to  think  and  concentrate.) 
{c)  Writing:  Spontaneous  and  to  dictation. 

(2)  With  regard  to  recent  events:  Ask  such  questions 

as,  How  long  have  you  been  in  this  place? 
Where  did  you  come  from  ?  What  happened 
yesterday?  What  did  you  have  for  dinner? 
etc.  (Examiner  should  also  use  freely  his  own 
knowledge  regarding  military  routine.) 

Definite  tests  for  retention  may  be  used  such  as  the  giving 
of  a  name  and  address  and  asking  the  patient  to  repeat  it 
after  two  or  three  or  five  minutes  while  questions  are  asked 
during  the  time  intervening. 

VII.  Intellectual  Level. 

If  it  is  settled  that  no  interference  with  the  thought  pro- 
cesses exists,  an  attempt  should  be  made  to  determine  the 
patient's  intellectual  level.  Test  especially  the  general  in- 
formation regarding  the  patient's  habitual  environment,  and 
facts  of  common  knowledge  as  well  as  the  knowledge  he  is 
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supposed  to  have  gained  in  his  military  experience.  Refer 
also  to  the  guide  for  the  examination  and  determination  of 
mental  deficiency. 

The  mental  tests  are  often  of  value  even  when  the  perma- 
nent intellectual  level  can  not  be  obtained,  since  the  details 
of  functional  capacity  may  prove  of  diagnostic  value  if 
successively  spaced  examinations  are  made. 

VIII.    The  Patient's  own  Account  of  the  Develop- 
ment of  His  Psychosis  or  Neurosis. 

The  object  here  is  to  trace  in  detail  the  origin  and  devel- 
opment of  the  condition  from  which  the  patient  suffers. 
Even  if  inaccurate  or  obviously  inconsistent  the  patient's 
account  is,  nevertheless,  important. 

In  the  case  of  mental  disorders,  functional  or  organic, 
due  to  the  more  specific  war-causes,  it  is  especially  impor- 
tant to  inquire  into: 

(1)  The  patient's  mental  make-up  before  enlistment 

as  regards  success  or  failure  in  life;  the  extent 
to  which  he  was  able  to  get  along  with  other 
people;  his  capacity  for  adaptation  to  new 
situations;  his  habitual  mood;  his  habitual 
reactions  to  difficulties  in  life,  responsibilities, 
stress,  etc.;  special  traits,  such  as  fear  of 
thunder-storms,  fear  of  going  under  ground, 
sensitiveness  to  seeing  blood;  his  attitude 
toward  the  suffering  of  others,  dread  of  special 
diseases  or  modes  of  death,  etc. 

(2)  The  patient's  adaptation  to  the  life  of  a  soldier, 

i.  e.,  his  attitude  toward  the  war,  his  adapta- 
tion to  training,  his  adaptation  to  fighting. 
Note  his  first  reactions  to  this  (fear,  horror, 
disgust,  etc.).  Inquire  into  how  these  first  diffi- 
culties were  overcome,  if  they  were  overcome. 
Check  up  patient's  story  by  reference  to  officers 
and  comrades  (consult  disciplinary  record). 

(3)  Details  of  any  fatigue-producing  situations,  spe- 

cial stress  or  loss  of  sleep,  etc. 
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(4)  Reaction  to  fatigue  ( "  jumpiness, "  irritability, 

tenseness,  poor  concentration,  etc.). 

(5)  The  first  symptoms  of  failure  of  adaptation  if 

indicated  by  the  patient's  history,  such  as- the 
wish  of  deliverance  from  the  situation  (note 
the  special  form  which  such  wishes  took,  such 
as  the  desire  to  be  wounded,  to  be  taken  pris- 
oner, or  the  desire  for  death  or  the  war  ending); 
an  increase  of  nervousness  and  anxiousness 
about  his  own  safety;  specific  fears;  the  devel- 
opment of  feelings  of  horror  about  the  situation 
(note  special  supersensitiveness). 

(6)  Disturbing  dreams  (note  content). 

(7)  Causes  which  led  to  the  definite  breakdown. 

(a)  Direct  injury,  wind  concussion,  burial,  "gas- 

sing," etc. 

(b)  Witnessing    unusually  distressing  sights;  or 

friction  with  superiors  or  refusal  of  leave,  or 
distressing  news  from  home,  etc. 

(8)  Onset  of  acute  symptoms:    Loss  of  consciousness 

(note  duration);  dazed  condition;  clouding 
of  consciousness  with  variations  in  intensity, 
etc. 

(9)  History  of  condition  since  that  time. 

(1)  History  of  treatment  and  its  effect:  also  history 
of  military  management  of  patient's  illness 
and  the  patient's  attitude  toward  this. 

In  case  of  psychoses  much  regarding  the  development 
may  already  have  been  brought  out,  especially  under  the 
heading  of  content  of  thought.  It  is  here  gone  into  more 
thoroughly  if  the  patient  is  thought  capable  of  giving  it. 

In  the  study  of  psychoses  in  peace  time  the  anamnesis 
obtained  from  friends  or  from  the  family  of  the  patient 
supplements  the  subjective  account  obtained  from  the 
patient.  It  goes  without  saying  that  here,  too,  whenever  it 
is  possible  to  check  up  the  statements  of  the  patient  by 
inquiry  from  outsiders,  this  should  be  done. 
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IX.    Attitude  toward  the  Symptoms. 

In  psychoses  this  refers  especially  to  the  question  of 
whether  the  patient  understands  that  he  is  mentally  ill. 

In  the  neuroses  it  refers  more  to  the  attitude  which  the 
patient  takes  toward  his  symptoms,  e.  g.,  whether  he  thinks 
they  are  all  due  to  stress  or  partly  to  his  own  failure  in 
adaptation. 

The  suggestions  above  given  were  adopted  and  sent  to 
the  Surgeon  General  by  the  Sub- committee  of  the  Mental 
Hygiene  War  Committee,  which  consisted  of  the  following 
members:  Pearce  Bailey,  M.  D.,  Chief  of  Clinic,  N.  Y. 
Neurological  Institute,  New  York;  Albert  M.  Barrett,  M.  D., 
Director,  State  Psychopathic  Hospital,  Ann  Arbor,  Mich.; 
Joseph  Collins,  M.  D.,  N.  Y.  Neurological  Institute,  New 
York;  Walter  E.  Fernald,  M.  D.,  Massachusetts  School  for 
the  Feebleminded,  Waverley,  Mass.;  August  Hoch,  M,  D., 
Director,  Psychiatric  Institute,  Ward's  Island,  New  York; 
George  H.  Kirby,  M.  D.,  Clinical  Director,  Manhattan  State 
Hospital,  Ward's  Island,  New  York;  Adolf  Meyer,  M.  D., 
Director,  Phipps  Psychiatric  Clinic,  Johns  Hopkins  Univer- 
sity, Baltimore;  Thomas  W.  Salmon,  M.  D.,  Medical  Direc- 
tor, the  National  Committee  for  Mental  Hygiene,  New  York; 
E.  E.  Southard,  M.  D.,  Director,  Psychopathic  Hospital, 
Boston;  T.  H.  Weisenburg,  M.  D.,  President,  American 
Neurological  Association,  Philadelphia;  William  A.  White, 
M.  D.,  Superintendent,  Government  Hospital  for  the  Insane, 
Washington,  D.C.;  Frankwood  E.  Williams,  M.  D.,  Asso- 
ciate Medical  Director,  National  Committee  for  Mental 
Hygiene,  New  York;  Robert  M.  Yerkes,  Ph.  D.,  Professor 
of  Comparative  Psychology,  Harvard  University,  Cam- 
bridge. 


REVIEWS. 


DEPARTMENT  OF  CLINICAL  PSYCHIATRY  AND 
THERAPEUTICS. 

Eder,  M.  D.:    War-Shock.    London:  Wm.  Heinemann,  1917. 

This  book  represents  the  results  of  the  first  one  hundred  consecu- 
tive cases  of  war  neuroses  treated  by  Dr.  Eder  at  Malta,  in  a  special 
department  for  functional  cases.  The  patients  came  exclusively  from 
Gallipoli,  being  privates  and  the  non-commissioned  officers.  This 
material  is  a  little  one-sided  for  two  reasons.  In  the  first  place,  the 
neuroses  of  no  commissioned  officers  were  studied,  apparently,  and, 
second,  the  bombardment  at  Gallipoli  never  reached  that  intensity 
which  is  almost  constant  on  the  Western  Front.  The  chronic  effects 
of  exposure  to  bombardment  with  high  explosive  shells  are,  therefore, 
not  so  important  a  factor  in  these  cases  as  they  are  now  proved  to  be 
in  France.  It  is  not  unnatural  that  Dr.  Eder  failed  to  see  any  con- 
siderable number  of  those  cases  where  anxiety  is  the  dominant  feature 
of  the  neurosis.  He  did  see  many  conversion  hysterias,  however, 
and  to  their  observation  and  treatment  he  brought  to  bear  a  keen 
psychological  acumen,  working  in  harmony  with  excellent  clinical 
insight.  Consequently  he  has  produced  the  best  work  on  conversion 
hysterias  that  has  come  to  the  attention  of  the  reviewer.  Moreover, 
it  is  readable. 

He  objects  on  medical  grounds  to  "shell  shock  "  and  so  coins  his 
own  term — "war-shock."  This  he  defines  as  a  neurosis  caused  by 
the  strain  of  war  acting  on  an  individual  whose  sensitiveness  was  not 
sufficiently  developed  to  cause  poor  adaptation  to  civilian  life. 
Among  his  one  hundred  cases  (comprising  all  kinds  of  neuroses)  he 
found  thirty  who  gave  either  a  family  or  a  personal  history  of  neu- 
rotic instability.  The  other  seventy  were  "normal."  Of  the  former, 
62  per  cent  were  cured  and  27.6  per  cent  improved  by  psychological 
treatment;  of  the  latter,  91.5  per  cent  were  cured  and  8.5  per  cent 
improved.  Unfortunately,  in  making  his  clinical  groups,  he  does 
not  discriminate  between  those  cases  in  which  the  incidents  of  war 
were  exclusively  responsible  for  the  development  of  symptoms  and 
those  in  which  the  strain  of  fighting  is  only  a  contributory  accident. 
In  fact,  he  goes  so  far  as  to  state  that  the  war  has  produced  no  new 
functional  nervous  diseases.  Yet  he  calls  "war-shock"  a  psycho- 
neurosis,  thus  attempting  to  make  a  new  clinical  group.  He  would 
have  been  more  logical  if.he  had  said  that  there  were  no  new  symp- 
toms, or  if  he  had  put  "war-shock"  forward  as  a  new  etiological 
factor.  In  another  respect  his  formulations  are  a  little  weak.  The 
psychological  standpoint  is  assumed  too  consistently  for  absolute 
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accuracy,  in  that  he  recognizes  no  difference  between  those  cases  in 
which  there  is  a  history  of  definite  concussion  from  those  in  which 
symptoms  develop  after  a  purely  psychic  trauma.  When  one  has 
once  reckoned  with  these  defects,  there  remains  much  to  commend 
in  the  book.  Its  value  lies  chiefly  in  the  description  of  cases  and  the 
acuteness  of  his  observations  concerning  psychological  mechanisms 
in  individual  cases.  These  are  sufficiently  important  to  make  the 
work  invaluable  to  any  one  interested  in  military  medicine,  and  most 
helpful  and  suggestive  to  any  psychopathologist. 

He  begins  with  a  clinical  description  of  the  conversion  hysterias,  of 
which  no  abstract  is  necessary,  and  then  proceeds  to  enumerate  the 
psychological  mechanisms  which  he  found  to  determine  the  symptoms 
in  his  seventy-seven  cases.  Among  these  the  following  may  be  men- 
tioned. Automimicry:  the  patient  reproduces  symptoms  of  some 
organic  disease  from  which  he  has  suffered;  heteromimicry:  symp- 
toms seen  in  some  other  individual  are  copied;  the  conversion  of  a 
symbol  into  somatic  expression,  as  in  a  soldier  who  felt  he  had  to  keep 
a  tight  grip  on  his  rifle  and  developed  a  main  en  griffe.  He  puts  forth 
the  interesting  view  that  analgesia  (like  the  insensitiveness  to  the 
pain  of  a  wound  when  it  is  received  in  action)  is  really  a  protective 
psychic  mechanism.  A  case  is  quoted  in  which  mutism  apparently 
resulted  from  an  infantile  antagonism  to  the  patient's  mother,  who 
taught  him  to  speak.  In  several  cases  he  traced  mutism  to  a  desire 
for  death,  the  patient  unconsciously  cutting  himself  off  from  the  world 
by  losing  the  capacity  for  speech.  Soldiers  whose  ideals  bid  them 
continue  fighting,  while  their  egocentric  tendencies  urge  them  to 
quit,  develop  hysterical  disabilities  which  prevent  their  further  par- 
ticipation in  the  war.  As  these  symptoms  accomplish  the  desired 
release  and  yet  carry  with  them  no  consciousness  of  dishonor,  Eder 
calls  the  mechanism  which  brings  them  into  being  a  "compromise 
formation. "  In  two  cases  he  holds  the  "Oedipus  complex"  to  be 
responsible  for  the  neurosis.  In  one.  thoughts  of  the  patient's  child- 
hood home  led  to  an  amnesia;  in  another,  the  patient's  hand  became 
paralyzed  while  writing  to  his  mother.  In  dealing  with  these  deeper 
unconscious  factors,  Eder's  formulations  are  colored  by  Jung's  later 
views,  although  he  is  not  dominated  by  them. 

The  group  of  seventeen  cases  of  "anxiety  hysteria"  are  briefly 
dealt  with.  In  this  part  a  partial  analysis  of  a  case  of  "repressed 
fear"  with  somnambulism  is  given.  The  analysis  led  back  to  purely 
civilian  factors.  The  six  cases  of  "  psychasthenia  "  are  apparently 
all  neuroses  of  the  peace  type. 

In  his  chapter  on  diagnosis,  Eder  runs  over  data,  that  are  essen- 
tially neurological,  to  be  used  in  differentiating  organic  from  func- 
tional symptoms.  More  interesting  is  his  suggestion  that  hysterical 
convulsions  may  be  diagnosed  by  the  mental  state  of  the  individual 
when  the  attack  is  not  observed  by  the  physician.  He  outlines  fea- 
tures of  a  word-association  test  which  are  significant  of  idiopathic 
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epilepsy.  The  case  quoted  is  not  fully  convincing.  In  the  differen- 
tiation of  hysteria  and  malingering  he  advises  greatest  reliance  to  be 
placed  on  the  general  attitude  and  reaction  of  the  malingerer  who  has 
consciously  rather  than  unconsciously  fabricated  his  symptoms. 

His  chapter  on  treatment  is  extremely  interesting.  Naturally  he  is 
in  favor  of  giving  these  war  neurotics  every  chance  in  the  way  of 
distraction  and  physical  hygiene,  but  he  thinks  rest,  as  such,  produces 
unfavorable  results.  To  meet  the  symptoms  directly,  he  advises 
suggestion,  particularly  under  hypnosis,  and  psychological  analysis 
as  the  best  methods.  The  latter  he  terms  psychoanalysis,  but,  from 
his  accounts,  it  seems  unlikely  that  he  ever  had  an  opportunity  of 
devoting  the  amount  of  time  to  this  special  treatment  which  is  found 
necessary  in  times  of  peace.  He  usually  found  hypnosis  merely  to 
the  point  of  drowsiness  sufficient  to  produce  results.  Occasionally  he 
employed  suggestions  under  an  anaesthetic  in  special  cases.  Cures 
were  generally  effected  so  speedily  as  almost  to  be  called  instanta- 
neous. Most  of  his  patients  were  returned  to  the  front,  but  he  was 
unable  to  learn  whether  they  remained  free  from  symptoms.  He 
suggests  an  interesting  combination  of  psychological  analysis  with 
hypnosis  which  ought  to  prove  a  fruitful  method  of  dealing  with 
these  simple  war  neuroses.  From  the  anamnesis  and  from  the  mere 
recital  of  dreams,  Eder  made  deductions  as  to  the  probable  mechanisms 
at  work  in  the  production  of  the  symptoms.  After  this  material  had 
been  gathered  in  several  interviews,  the  patient  was  hypnotized  and 
suggestions  were  given,  aimed  against  the  "complexes"  rather  than 
against  the  symptoms  as  such.  He  claims  that  this  method  was  the 
most  satisfactory  of  any  employed.  General  methods  of  re-education 
he  looks  on  as  really  suggestion  and  less  effective  than  direct  sug- 
gestion under  an  anaesthetic.  The  use  of  ' '  physiological  re-education'  * 
he  advocates  only  in  cases  that  do  not  yield  to  hypnosis. 

MacCURDY. 

Myers,  Charles  S.:  Contributions  to  the  Study  of  Shell 
Shock.  Paper  I.  Lancet,  February  13,  1915,  pp.  316-320. 
Paper  II.  Lancet,  January  8,  1916,  pp.  65-69.  Paper  III. 
Lancet,  March  18,  1916,  pp.  608-613.  Paper  IV.  Lancet,  Sep- 
tember 6,  1916,  pp.  461-467. 

In  taking  up  these  interesting  communications  about  "Shell 
Shock"  the  reviewer  takes  the  liberty  to  rearrange  the  papers  some- 
what in  order  to  put  into  the  foreground  those  parts  which  deal  with 
the  matters  that  are  of  particular  interest  to  the  psychiatrist,  I  mean 
especially  the  cases  of  stupor  and  amnesia  and  the  related  mutism. 
I  will  therefore  begin  with  the  second  paper. 

Myers  describes  four  cases:  A  man  was  found  wandering,  in  his 
shirt  only,  and  was  brought  to  the  field  hospital.  When  examined 
three  days  later,  he  showed  amnesia  for  his  entire  life,  although  he 
had  a  clear  retention  for  the  events  which  happened  at  the  hospital. 
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He  also  complained  of  severe  occipital  pain  and  presented  a  left-sided 
hypalgesia.  He  was  twice  hypnotized.  During  the  first  hypnosis 
some  facts  returned  but  were  again  forgotten  in  the  post-hypnotic 
state,  in  spite  of  suggestions  to  the  contrary.  During  the  second 
hypnosis  many  more  facts  returned  and  on  awakening  the  memory 
was  completely  restored.  Moreover  the  occipital  pain  and  hypal- 
gesia had  disappeared,  while  at  the  same  time  the  facial  expression 
had  completely  changed. 

Another  patient  had  forgotten  what  brought  on  his  condition, 
remembering  only  that  he  had  stood  on  guard.  Then  there  followed 
a  blank  until  he  found  himself  digging  himself  out.  His  eyesight 
then  was  at  once  defective.  He  soon  developed  spasmodic  move- 
ments under  observation;  contractions  of  sartorius  60  to  70  per 
minute — and  on  admission  he  had  kept  diving  under  the  bedclothes 
bringing  his  knees  up  to  meet  the  chin.  During  hypnosis  the 
forgotten  portion  of  his  life  could  be  recovered  and,  as  he  passed 
into  deeper  hypnosis,  the  movements  ceased.  The  post-hypnotic 
suggestion  was  given  that  he  would  lose  his  headache  and  the 
spasmodic  movements  and  that  he  would  regain  his  memory  and 
his  spirits.    This  was  entirely  successful. 

The  third  patient  mentioned  in  this  communication  was  mute  but 
could  write-  In  this  way  he  was  able  to  tell  that  a  shell  had  burst 
over  him  the  day  before  admission  and  that  he  remembered  nothing 
after  that.  His  look  was  vacant,  his  understanding  difficult,  his 
movements  slow  and  incoordinated.  Like  many  of  the  cases  reported 
he  had  not  had  a  bowel  movement  for  five  days,  and  he  had  had  to  be 
catheterized  on  the  train  while  being  brought  to  the  hospital.  Later 
he  wrote  that  he  "could  not  think  how  to  speak"  and  that  he  felt 
like  an  infant.  Gradually  the  ataxia  disappeared  and  he  could  speak 
with  difficulty  (and  sweating  profusely).  He  was  hypnotized  on  the 
sixteenth  day.  Then  his  speech  became  more  fluent  and  on  the  day 
following  he  recalled  the  events  of  the  accident  about  which  he  had 
before  been  amnesic.  He  was  recovered  on  the  twenty-first  day 
except  for  some  deafness  and  a  tendency  to  shake  when  he  heard 
shooting. 

Finally  the  last  case  was  found  in  a  definite  stupor,  dazed  and 
difficult  to  rouse.  He  could  give  very  little  information  about 
himself,  could  neither  read  nor  write,  and  he  never  spoke  voluntarily. 
Even  a  week  later  his  speech  was  still  limited  and  labored  and  no 
account  of  recent  events  could  be  obtained  from  him.  Under  hypnosis 
he  was  induced  to  talk  of  the  accident  He  became  excited  in  telling 
his  story,  evidently  visualizing  many  of  the  events.  In  several 
successive  hypnoses  more  data  were  obtained  and  recovery  was 
established. 

M.  points  out  that  all  these  cases  presented  a  mental  condition 
which  varied  from  slight  depression  to  stupor,  all  had  a  variably  ex- 
tensive amnesia,  and  all  had  headaches.    He  states  that  during  the 
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stuporous  states  it  is  not  infrequently  seen  that  all  that  can  be 
obtained  are  remarks  about  the  shelling.  One  patient  said  "  I  can  not 
help  it,  I  see  and  hear  them  "  (sc.  the  shells) .  There  was  also  found 
a  constant  tendency  of  the  mind  to  wander  to  that  situation.  One  case 
who,  when  hard  pressed  to  talk,  began  to  rush  around  the  room  with 
an  imaginary  rifle  in  his  hands.  In  the  case  of  mutism  an  effort  to 
speak  caused  pain  in  the  throat,  just  as  an  effort  to  recall  the  for- 
gotten events  caused  an  increase  of  the  headache.  M.  suggests  that 
these  pains  seem  to  act  as  guardians;  indeed  even  during  hypnosis 
the  patient  sometimes  woke  up  with  pain  when  much  urged.  The 
change  which  came  over  the  patients  after  the  memories  had  been 
resuscitated  was  at  times  very  striking.  It  was  well  brought  out  in  a 
patient  who  was  told  that  on  waking  from  the  hypnosis  he  would 
forget  that  he  had  already  told  his  story,  but  that  he  would  remember 
the  past  and  would  feel  fit.  On  waking  he  said  he  felt  fit,  but  said  it 
with  the  same  semi-stuporous  air  which  he  had  presented  before. 
He  was  then  asked  "What  about  those  shells?"  Immediately  his 
whole  demeanor  changed  to  a  very  natural  behavior  while  he  told 
the  events  freely.  One  man  said  that  before  the  hypnosis  his  mind 
had  constantly  wandered  from  one  topic  to  another,  whereas,  after  it, 
it  worked  naturally.  Cases  who  are  too  stuporous  are  of  course  not 
available  for  hypnosis.  This  must  therefore  not  be  attempted  too 
soon. 

The  next  paper  I  wish  to  refer  to  is  the  fourth  of  the  series,  devoted 
to  disorders  of  speech,  but  really  taken  up  chiefly  by  the  topic  of 
mutism.  It  is  obvious  that  mutism  and  stupor  are  closely  related. 
Our  experience  with  the  benign  stupors  shows  us  that  frequently. 
There  the  patients  are  frequently  mute  for  a  time  after  the  other 
stupor  symptoms  have  disappeared.  M.  thinks  that  in  his  cases  of 
mutism  nearly  every  instance  follows  some  form  of  stupor,  mild  or 
severe,  momentary  or  lasting,  and  also  regards  the  mutism,  as  we 
psychiatrists  do,  as  a  residual  of  the  stupor.  He  is  inclined  to  regard 
even  the  loss  of  consciousness  which  sometimes  precedes  mutism  as 
an  extreme  form  of  stupor.  The  onset  of  the  mutism  is  sometimes  so 
that,  when  the  patient  becomes  conscious,  he  finds  himself  mute; 
however,  a  few  consonants  and  monosyllabic  words  can  usually  be 
elicited,  at  any  rate  when  the  patient  has  arrived  at  the  base  hospital. 
It  may  here  be  inserted  that  M.  calls  a  man  merely  mute  and  no  longer 
stuporous  if  he  is  capable  of  observing  and  reacting  to  the  environ- 
ments, also  to  write  or  at  least  to  gesticulate.  Sometimes  the  mutism 
is  associated  with  deafness,  but  this,  according  to  M  ,  is  probably 
due,  at  times,  to  the  inattention  of  the  semi-stuporous  state.  There 
may  also  be  added  tremor,  incoordination,  defects  of  cutaneous  sensi- 
bility and  contraction  of  the  visual  fields.  The  improvement  of  the 
mutism  is  usually  rapid  but  when  the  speech  returns  it  is  apt  to  be, 
at  first,  labored  and  hesitating,  more  rarely  whispered  or  stuttering. 
Spontaneous  recoveries  come  on  waking  from  sleep  or  through  some 
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unusually  powerful  motive  for  speech.  He  speaks  of  a  case  who 
claimed  that  he  could  have  spoken  before  and  mentions  others  who 
said  that,  a  few  days  before  they  actually  talked,  they  had  felt  that 
they  would  soon  be  able  to  do  so.  This  certainly  recalls  to  the  psy- 
chiatrist some  of  the  experiences  with  the  benign  stupors. 

The  treatment  which  consists  in  training  and  persuasion  should,  as 
has  already  been  stated,  not  be  begun  too  soon  (impossibility  of  reach- 
ing the  patient  during  the  stuporous  phase  if  marked),  or  too  late. 
Obstinate  cases  seen  in  England,  M.  thinks,  are  undoubtedly  due  to 
the  formation  of  too  settled  habits  which  have  been  allowed  to  de- 
velop by  unwise  early  treatment  or  lack  of  treatment.  Of  12  cases  of 
mutism  of  which  he  was  able  to  get  a  subsequent  history  he  found 
that  only  one  case  was  really  well  and  back  on  the  fighting  line;  all 
others,  though  cured  of  their  mutism,  had  various  ailments.  Anaes- 
thetics have  been  employed  and  M.  concedes  a  certain  value  to  them, 
but  justly  lays  most  stress  on  training  and,  if  necessary,  hypnosis.  He 
gives  a  good  case  in  which  an  anaesthetic  was  "  injudiciously  "  admin- 
istered. It  was  that  of  a  man  admitted,  immediately  after  the  onset, 
in  a  maniacal  condition.  Two  days  later  he  was  quiet  but  mute,  wrote 
however  an  intelligent  history  of  his  case.  An  anaesthetic  was  admin- 
istered; under  it  he  talked,  but  not  subsequently.  Two  days  later 
another  anaesthetic  was  given.  He  talked  again.  When  the  anaes- 
thetic was  discontinued  he  passed  into  a  deep  sleep  from  which  he 
could  not  be  roused.  A  few  more  whiffs  were  given  and  then  the 
words  "German  shells  "  whispered  in  his  ears  produced  convulsions 
which  rapidly  passed  into  fighting  excitement  in  which  he  could 
scarcely  be  restrained. 

As  regards  his  theoretical  considerations  about  mutism  a  number  of 
points  may  be  mentioned.  In  the  first  place,  just  as  he  had  claimed 
that  the  pains  tended  to  preserve  the  mutism  and  amnesia,  so  he 
thinks  that  the  "  inhibitory  processes "  causing  the  stupor  protect 
the  individual  from  further  shock.  Therefore,  he  argues,  it  is  natural 
that  the  last  thing  of  the  stupor  to  disappear  are  those  functions  which 
are  used  in  the  communication  with  the  environment,  i.e.,  speech 
and  hearing.  He  regards  all  forms  of  mutism  as  due  to  "psycho- 
physiological shock"  or  as  he  also  says  to  "functional  inhibition." 
He  therefore  denies,  strictly  speaking,  an  organic  mutism.  He  dis- 
cusses the  possibilities  of  suggestion  or  "fixed  ideas  "  as  being  at  the 
bottom  of  mutism,  but  aside  from  certain  theoretical  reasons  which 
he  brings  further  against  these  theories,  he  claims  he  never  found 
any  evidence  of  such  an  idea  in  either  the  normal,  hypnotic,  or  "de- 
rived" personality.  He  makes  quite  a  good  deal  of  the  idea  that  the 
inhibitions  caused  by  the  shock  are  primarily  the  expression  of  a 
"disordered  personality."  This  change  of  personality  may  be  ob- 
vious at  the  outset,  whereas  more  subtle  later,  in  others  it  may  be 
subtle  or  imperceptible  from  the  first.  He  thinks  that  in  the  former 
the  disorder  is  of  "unconscious  "  origin;  in  the  latter  "conscious" 
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(suggestion,  fear).  The  reviewer  has  failed  to  get  M.'s  point  of  view 
clearly  in  this  and  to  see  what  is  gained  by  his  "disordered  person- 
ality." It  seems  to  us  that  there  is  certainly  neither  a  question  of 
suggestion  nor  fixed  idea  in  these  cases  of  stupor  and  mutism,  but 
that  both  (and  this  combination,  or  better,  sequel,  is  well  known  to 
the  psychiatrist  from  his  experiences  with  benign  stupors)  represent 
one  of  the  typical  biological  reactions  of  the  organism,  a  reaction  of 
escape  from  the  environment.  It  is  quite  in  harmony  with  this  and 
with  the  growing  conviction  that  the  essential  motive,  in  the  func- 
tional psychopathic  states  of  shell  shock,  is  a  desire  to  get  out  of  the 
situation,  that  stupor  seems  to  be  relatively  frequent  in  this  war. 
Whether  this  process  is  inhibitory  in  nature  which.  I  take  it,  means 
an  interference  of  one  mechanism  by  another  one,  is  after  all  by  no 
means  settled.  I  would  not  know  what  argument  could  be  adduced  in 
favor  of  such  an  inhibitory  theory. 

I  may  finally  call  attention  to  some  parallels  M.  draws  between 
these  functional  states  and  some  organic  ones.  He  speaks  of  a  resem- 
blance of  certain  cases  of  mutism  with  motor  aphasia,  evidently 
meaning  the  rare  form  of  pure  motor  aphasia,  for  he  says  that 
in  both,  the  functional  and  the  organic,  reading  and  writing  may 
be  intact,  but  he  calls  attention  to  the  fact  that  in  the  functional 
mutism  this  may  be  complete,  while  in  aphasia  some  word-tests  are 
apt  to  be  present.  He  also  compares  it  to  "  kinesthetic  "  apraxia, 
as  he  calls  it.  He  defines  this  as  a  loss  of  the  notion  how  to  talk, 
to  whistle  and  cough,  while  instead  extraordinary  grimaces  are 
made.  Other  cases  he  claims  are  more  like  "  ideational  "  apraxia, 
i.e.,  the  patient  can  perform  simple  articulatory  movements  but  is 
powerless  to  combine  them  into  movement  complexes  of  speech. 
(I  do  not  know  just  what  the  author  means  by  ideational  apraxia. 
If  the  ideatory  apraxia  of  Liepmann  is  meant,  then  I  think  it  is  a 
totally  different  affair.)  He  also  speaks  of  the  inhibition  leading  to 
verbal  agnosia  (word-deafness  and  word-blindness)  but  without 
necessarily  referring  to  all  words  in  these  functional  cases  (nor  need 
this  be  the  case  in  the  organic) .  It  may  also  give  rise  to  an  amnesia, 
or  an  agraphia  or  alexia,  and,  he  adds,  it  may  finally  amount  to  a 
complete  amnesia  in  which  everything  is  forgotten,  or  to  stupor,  i.  e., 
loss  of  power  of  response. 

In  his  first  paper  M.  reports  cases  characterized  chiefly,  in  addition 
to  a  period  of  amnesia,  by  subjective  and  objective  defects  of  sight 
with  contraction  of  the  visual  field  and  defects  of  smell  and  taste. 
He  mentions  one  case  in  which  a  considerable  contraction  of  the  vis- 
ual field  did  not  interfere  with  the  patient's  walking  about  (he  did 
not  butt  into  objects),  nor  with  his  boxing.  In  one  case  an  attempt 
to  elicit  the  patellar  reflex  caused  extensive  spasms,  convulsive  move- 
ments and  profuse  sweating. 

Finally  the  third  communication  is  devoted  essentially  to  dis- 
orders of  cutaneous  sensibility.    There  are  isolated  cases,  evidently, 
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in  which  touch  stimuli  and  pin  pricks  are  reacted  to  excessively, 
the  latter  producing  violent  spasms.  M.  thinks  that  such  cases  are 
probably  the  extreme  of  various  forms  of  so-called  hyperaesthesia. 
He  is  reminded  by  some  of  his  cases  of  the  phenomena  noted  by 
Head  and  Holmes  after  thalamic  lesions,  cases  in  which  it  is 
thought  that  the  disorder  is  due  to  the  fact  that  the  thalamus  is 
severed  from  the  sensory  areas  of  the  cortex.  In  the  shell  shock 
cases  M.  assumes  a  functional  cortical  interference.  In  these 
'hyperesthesias"  pin  pricks  are  sometimes  felt  like  electric 
shocks.  Whether  these  "hyperaesthesias"  are  really  due  to  a  gen- 
uine increase  of  sensibility,  or  are  due  to  greater  diffuseness  of 
sensation  or  to  an  increased  affective  response,  he  thinks  is  not  quite 
clear,  but  he  evidently  leans  to  the  view  that  we  are  not  dealing  with 
a  genuine  increase,  for  in  one  case  the  "  hyperesthesia  "  of  a  tender 
abdomen  was  associated  with  diminished  sensitiveness  to  cotton 
wool,  and  in  other  cases  the  "  hyperaesthesia  "  passed  later  into  a 
demonstrable  hypaesthesia.  In  the  more  frequent  cases  of  anaesthesia 
the  loss  of  pain  sense  is  the  most  common.  About  the  sensory  dis- 
orders in  general  he  states  that  in  two-thirds  of  the  cases  they  are 
accompanied  by  subjective  disorders  of  sensation  and  by  disorders  of 
movement.  Thus  he  often  found  that  local  aching,"  tenderness,  muscu- 
lar over-reaction,  rigidity  and  spasms  went  with  ''increase  of  sensi- 
bility," whereas  local  numbness,  tremor,  paresis,  or  palsy  went  with 
loss  of  sensibility.  The  localization  of  the  sensory  disorder  is  often 
traceable  to  blows  upon  the  region  affected,  although  sometimes  the 
localization  was  determined  by  pains  during  illness  previous  to  the 
war  (a  pleurisy,  a  ruptured  kidney,  etc.).  M.  found  that  in  many  cases 
these  sensory  disorders  clear  up  spontaneously.  Sometimes  he  saw 
marked  improvement  during  an  examination  (a  hypalgesia  and  hyp- 
aesthesia completely  disappeared  after  several  deep  pricks  which  the 
patient  felt).  He  also  found  that  it  got  worse  sometimes  "owing  to 
mental  confusion"  and  perseveration  of  answers  which  he  attempts 
to  attribute  to  an  "instability"  of  the  sensory  centers.  One  nat- 
urally wonders  whether  this  is  not  more  likely  the  result  of  a  defect 
of  mental  tension,  since  the  reviewer  recalls  having  seen  the  same 
phenomenon  in  sensory  examinations  of  acute  Korsakoff  cases  in 
which  the  mental  tension  defect  is  so  prominent  a  feature. 

HOCH. 

Mott,  F.  W.:  The  Effects  of  High  Explosives  upon  the  Central 
Nervous  System.  The  Lettsomian  Lectures.  The  Lancet, 
1916,  No.  VII,  IX,  XI. 

It  is  generally  recognized  that  the  employment  of  high  explosives 
combined  with  trench  warfare,  has  produced  a  new  epoch  in  military 
medical  science.  Mott,  in  common  with  others  who  have  had  an 
opportunity  to  study  the  functional  nervous  and  mental  disorders  which 
occur  under  the  stress  of  shell  fire  and  active  fighting,  admits  that  an 
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underlying  neuropathic  or  psychopathic  disposition  furnishes  the 
foundation  for  the  development  of  most  of  these  disorders.  The  stres9 
of  warfare  may,  however,  itself  result  in  a  neuro-potentially  sound 
soldier  becoming  "neurasthenic"  and  finally  breaking  down  under  a 
severe  emotional  shock. 

The  study  under  review  deals  almost  exclusively  with  the  effects 
of  high  explosives  as  seen  in  the  group  of  cases  in  which  there  are 
"injuries  of  the  central  nervous  system  without  visible  injury." 
Mott  includes  here  the  functional  neuroses  and  psychoses  which, 
however,  he  thinks  must  be  accompanied  by  chemical  or  physical 
changes  in  the  nervous  tissue,  even  though  our  "methods  of  investi- 
gating dead  material  do  not  enable  us  to  say  that  the  living  matter 
was  altered." 

An  introductory  discussion  is  given  of  the  dynamic  conditions  of 
the  central  nervous  system  in  relation  to  shock,  and  the  theory  is 
then  developed  that  the  neuron  doctrine  furnishes  an  explanation 
for  the  nervous  and  mental  symptoms  following  shock,  whether  the 
shock  be  physical  or  psychical  in  its  nature,  or  whether,  as  often 
occurs,  both  factors  come  into  play. 

Mott  boldly  adopts  the  theory  of  the  attraction  and  retraction  of 
the  dendrons  as  offering  an  explanation  of  "association  and  dissoci- 
ation." Consciousness  of  the  external  world  maybe  shut  off  by 
retraction  of  the  branches  of  the  intercalary  neurons  of  the  gray 
matter.  He  believes  that  these  neurons  possess  an  amoeboid  move- 
ment. Severe  concussion  can  cause  not  only  immediate  dissociation 
of  the  cortical  preceptor  neurons  and  produce  a  disturbance  of  con- 
sciousness, but  it  can  also  destroy  memories  prior  to  the  shock.  Loss 
of  memory  and  disturbance  of  consciousness  are  thus  attributed  to 
interference  with  the  higher  association  systems  of  the  neurons. 
The  fact  that  in  cases  of  shock  recent  experiences  may  be  blotted  out, 
while  those  of  an  earlier  period  remain  intact,  is  explained  by  Mott 
as  due  to  the  greater  ease  with  which  the  earlier  habitual  memories 
are  revived  because  less  expenditure  of  neuro-potential  is  necessary. 
The  theory  being  that  in  the  recall  of  recent  memories  the  associations, 
or  neuron  contacts,  are  more  difficult  to  make  as  more  nervous  energy 
is  required. 

An  important  factor  in  maintaining  consciousness  is  a  continuous 
supply  of  oxygen  to  the  intercalary  neurons  which  have  no  capacity 
to  store  oxygen  in  their  cytoplasm.  A  violent  emotion  can  by  its 
influence  on  the  circulation  and  vasomotor  center  produce  an  imme- 
diate lowering  of  the  oxygen  tension  in  the  fluid,  and  thereby  sus- 
pension of  the  function  of  the  intercalary  neurons  of  the  cortex 
followed  by  dissociation  and  loss  of  consciousness.  Headache,  irreso- 
lution, mental  fatigue  and  other  symptoms  constituting  the  "neuras- 
thenic" condition  following  shell  shock  may  be  explained  as  due  to 
persistent  lowering  of  the  neuro-potential  reserve,  the  result  of 
insomnia,  terrifying  dreams  and  anxiety. 
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Mott  discusses  the  various  theories  regarding  the  instantaneous 
death  of  groups  of  men  and  believes  that  such  occurrences  are  due  to 
concussion  from  atmospheric  pressure  forces  which  act  on  the  vital 
centers  of  the  medulla.  Another  factor,  however,  might  be  the  inspi- 
ration of  CO  or  nitrogen  oxides  from  the  bursting  shells.  The 
symptoms  of  CO  poisoning  in  civil  life  from  coal  gas  are  described 
and  the  histological  changes  found  in  the  central  nervous  system  a9 
a  result  of  CO  poisoning  are  compared  with  those  found  in  a  case  of 
shell  shock  with  burial  and  death  two  days  later. 

In  both  cases  the  findings  were  identical:  there  were  multiple 
punctate  hemorrhages  throughout  the  white  matter,  and  microscopi- 
cally all  the  cells  of  the  medulla  showed  chromotolysis  and  disappear- 
ance of  the  basophile  straining  substance.  In  CO  poisoning  these 
changes  are  due  to  vascular  stasis  and  lack  of  oxygen,  and  according  to 
Mott  the  similar  changes  in  the  shell  shock  case  are  probably  due  also 
to  vascular  stasis  and  inhalation  of  CO  before  excavation  takes  place. 
The  author  thinks  that  the  blood  of  all  severe  shell  shock  cases  should 
be  examined  for  CO  during  life. 

The  possible  effects  of  the  detonation  of  hi^h  explosives  on  the 
central  nervous  system  where  there  is  no  visible  external  injury  are 
recapitulated  as  follows:  (1)  Commotion  from  aerial  compression; 
(2)  concussion  with  or  without  burial;  (3)  decompression  with 
embolism  by  bubbles  of  COa  and  N;  (4)  inspiration  of  CO  during 
aerial  compression;  (5)  prolonged  inhalation  of  noxious  gases — 
e.  g.,  CO — while  lying  unconscious  or  partially  buried. 

Mott  next  discusses  the  "  personal  factor  "  or  the  mental  and  bodily 
condition  of  the  individual  at  the  time  of  receiving  the  shock.  These 
he  groups  under  the  following  headings:  1.  Inborn:  (a)  A  timorous 
disposition  and  anxious  temperament;  {b)  neuropathic  or  psycho- 
pathic inheritance.  2.  Acquired:  (a)  A  lowered  resistance  in  the 
central  nervous  system  in  consequence  of  alcoholism,  syphilis,  or 
previous  head  injury;  (b)  lowered  neuro-potential  the  result  of  a 
post-febrile  neurasthenia;  (t)  nervous  exhaustion,  result  of  mental 
stress,  anxiety,  insomnia,  and  terrifying  dreams;  (d)  bodily  exhaus- 
tion from  fatigue,  cold,  wet  and  hunger. 

Out  of  156  shell  shock  cases  with  a  previous  history,  52  were 
classed  as  neurotic  in  make-up.  There  were  25  cases  of  epilepsy; 
these  were,  generally  speaking,  individuals  who  were  either  epilep- 
tics or  potential  epileptics  prior  to  the  shock. 

From  these  observations  it  will  be  seen  that  a  large  number  of  the 
shell  shock  cases  occurred  in  individuals  of  a  nervous  temperament 
However,  repeated  and  prolonged  exposure  to  shell  fire  does  produce, 
according  to  Mott,  a  neurasthenic  or  hysteric  condition  in  potentially 
sound  soldiers,  although  individuals  with  a  good  make-up  are  more 
resistant  to  the  stress  of  warfare  than  the  neuropathic  types. 

The  symptoms  of  shell  shock  with  the  exception  of  the  profound 
effect  on  consciousness  and  memory  in  severe  cases  accord  with  those 
of  the  common  neuroses,  hysteria  and  neurasthenia. 
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The  author  apparently  classes  under  shell  shock  all  the  various 
groups  of  nervous  symptoms  which  arise  from  exposure  to  forces 
generated  by  the  detonation  of  high  explosives.  Shell  shock  is 
regarded  as  a  definite  injury,  although  there  may  be  no  visible  sign 
of  it.  In  the  majority  of  cases  shell  shock  affects  only  the  higher 
cortical  centers;  in  severe  cases  the  vital  centers  alone  continue  to 
function;  all  degreesof  effects  on  consciousness  may  be  met  with  from 
slight  temporary  disturbance  to  complete  unconsciousness  with  ster- 
torous breathing  continuing  till  death. 

Individual  symptoms  are  next  taken  up  for  discussion. 

The  memory  disturbance  varies  from  slight  impairment  of  recollec- 
tion to  a  complete  extensive  amnesia.  In  severe  cases  the  patient 
has  a  peculiar  dazed,  mindless  expression. 

A  frequent  symptom  is  terrifying  dreams,  which  points,  according 
to  the  author,  to  the  conclusion  that  a  psychic  trauma  is  exercising 
a  powerful  influence  on  the  mind. 

Disturbances  of  speech  function  and  mutism  resulting  after  shell 
shock  differ  in  no  way  from  similar  conditions  found  in  hysteria.  A 
long  discussion  is  given  of  the  pathogenesis  of  mutism  and  the  view 
expressed  that  mutism  is  caused  by  fear,  producing  an  emotional 
shock  which  depresses  the  activities  of  the  whole  of  the  cortical 
structures  connected  with  phonation  and  production  of  audible 
sounds. 

In  addition  to  the  foregoing  chief  mental  symptoms  in  shell  shock 
the  following  are  of  frequent  occurrence:  headaches,  vasomotor  dis- 
turbances, sensory  changes,  disturbances  in  hearing  and  vision,  func- 
tional paralyses  and  tremors.  A  true  functional  tremor  as  distin- 
guished from  a  malingerer's  tremor  is  not  altered  in  its  rhythm  by 
distracting  the  individual's  attention,  e.  g.,  making  him  count  slowly 
and  quickly. 

Treatment  is  briefly  discussed:  the  formula  is  "  be  cheerful  and 
look  cheerful."  Recovered  cases  are  used  as  object  lesions;  sympa- 
thy should  be  given  but  not  misplaced.  The  author  claims  that 
hypnotism  and  psychoanalysis  are  unnecessary  and  undesirable. 
Hydrotherapy  is  especially  valuable.  Appropriate  amusement  and 
recreation  are  important  in  the  treatment. 

To  the  reviewer  Mott's  presentation  of  the  subject  of  shell  shock  is 
disappointing.  The  attempt  to  account  for  the  functional  neuroses  on 
basis  of  organic  changes  in  the  central  nervous  system,  including  the 
theory  of  attraction  and  retraction  of  dendrons,  leads  the  author  into  a 
highly  speculative  field,  and  he  fails  to  furnish  any  new  facts  tending 
to  support  his  contention.  The  clinical  reports  show  that  cases  of  a 
totally  different  nature  have  been  brought  together  for  no  apparent 
reason  except  that  they  have  all  been  exposed  to  shell  fire  and 
present  "no  visible  signs  of  injury."  Some  of  the  cases  included 
were,  however,  evidently  suffering  from  shock  due  to  physical  trauma, 
and  it  seems  strange  to  claim  that  a  person  in  coma  ' '  with  only  the  vital 
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centers  continuing  to  function  and  stertorous  breathing  continuing 
till  death  "  presents  no  visible  signs  of  injury  of  the  nervous  system! 

There  would  seem  to  be  no  justification  for  suggesting  that  the 
post-mortem  findings  in  a  person  subjected  to  shell  fire  and  dying  as 
a  result  probably  of  temporary  burial,  gas  poisoning  and  partial 
asphyxiation,  are  characteristic  for  the  large  group  of  shell  shock 
cases — particularly  if  this  term  is  also  used  as  the  author  uses  it  to 
include  the  definite  hysterical  attacks  developing  during  expo- 
sure to  high  explosives.  It  is  to  be  regretted  that  among  the  many 
interesting  cases  referred  to,  none  was  utilized  for  the  study  of  mental 
mechanisms  and  analysis  of  the  deeper  subconscious  forces  out  of 
which  the  symptoms  of  the  neuroses  apparently  evolve. 

KIRBY. 


DEPARTMENT  OF  PATHOLOGICAL  ANATOMY 

Mott,  F.  W.:   Punctiform  Hemorrhages  of  the  Brain  in  Gas 
Poisoning.    The  British  Medical  Journal,  May  19,  1917. 

Remarking  that  the  subject  of  punctiform  hemorrhages  in  the  brain 
in  gas  poisoning  has  awakened  new  interest  on  account  of  their  pres- 
ence in  fatal  cases  of  shell  shock  with  burial,  and  in  cases  of  death 
from  inhalation  of  poisonous  gases,  either  as  a  result  of  their  libera- 
tion by  explosives  in  confined  spaces,  such  as  mines,  trenches  and 
dugouts,  or  as  a  result  of  an  offensive  gas  attack  by  the  enemy,  Mott 
reports  four  cases  showing  these  hemorrhages.  The  first  case  was 
that  of  a  man  who  had  been  buried  by  a  shell  blowing  in  a  parapet, 
with  death  after  two  days.  The  second  case  was  that  of  a  man  who 
died  seventy- hours  after  exposure  to  gas,  possibly  phosgene  (COCL) . 
A  third  man  had  lived  thirty  hours  in  the  hospital  after  having  been 
buried  by  a  shell.  The  fourth  case  had  lived  six  days  after  exposure 
to  gas  from  a  gas  shell  barrage. 

In  the  brain  of  each  of  these  cases  the  gross  appearance  of  numer- 
ous punctiform  hemorrhages  in  the  marrow  and  basal  structures,  and 
also  the  microscopic  appearance,  were  similar  to  the  changes  found 
previously  by  Mott  in  three  cases  of  CO  poisoning.  Because  of  this 
similarity  it  is  believed  that  men  who  sustain  shell  shock  may  be  ex- 
posed to  CO  while  lying  unconscious  and  buried  in  trenches  or 
dugouts  because  of  the  incomplete  combustion  of  the  gases  from  the 
shells.  The  hemorrhages  are  ascribed  to  thrombotic  occlusion  of  the 
cerebral  arterioles  or  venules,  this  thrombosis  being  evident  upon 
microscopic  examination.  The  hemorrhages  are  found  only  in  the 
marrow  or  in  the  basal  structures  because  these  areas  are  supplied  by 
the  long  medullary  and  perforating  branches  of  the  vascular  system, 
which  are  end  arteries,  and  thrombosis  of  these  arterioles  or  venules 
therefore  would  cause  capillary  stasis  with  hemorrhage  into  the  brain 
substance  in  a  circumscribed  area.    Several  factors  must  be  taken  into 
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consideration  of  the  formation  of  these  thrombi.  In  the  first  place, 
because  of  the  anoxaemia  the  heart  has  to  beat  faster  and  do  more 
work,  with  less  oxygen,  consequently  it  may  undergo  fatty  degenera- 
tion. A  tendency  to  stasis  may  be  brought  about  by  the  consequent 
failure  of  the  heart  as  a  force  pump  and  suction  pump,  i.e.,  a  defi- 
ciency in  pushing  the  blood  through  the  small  vessels  and  capillaries, 
and  a  deficiency,  because  of  the  right  heart  dilatation,  in  removing 
the  venous  blood  from  the  head.  Mott  considers  that  in  most  cases 
these  two  factors  are  combined  but  that  either  one  might  act  independ- 
ently in  causing  thrombosis  and  multiple  hemorrhages.  In  addition, 
there  is  microscopic  evidence  of  an  irritative  and  degenerative  endo- 
thelial change  in  the  cerebral  capillaries  as  shown  by  mitosis  of  the 
♦nuclei  and  a  fatty  degeneration,  made  apparent  by  osmic  acid  staining. 
These  changes  may  be  due  to  CO  in  the  serum,  possibly  aggravated 
by  the  pneumococcal  toxin  (the  three  cases  previously  reported  by 
Mott  all  had  pneumonia)  which  may  be  responsible  for  a  tendency  to 
increased  fibrin  formation  and  a  thrombosis  of  the  vessels.  Mott  be- 
lieves, however,  that  the  CO  poisoning  alone  is  capable  of  causing  the 
punctiform  hemorrhages,  because  in  two  of  his  earlier  cases  there  was 
evidence  of  old  hemorrhages  in  the  presence  of  small  patches  of  soft- 
ening to  be  correlated  with  definite  poisoning  symptoms  before  work 
was  given  up  or  before  there  was  evidence  of  pneumonia.  The  areas 
of  punctiform  hemorrhages  show  microscopically,  in  addition  to  the 
thrombosis  of  the  vessels,  an  extravasation  of  blood  in  the  vessel 
sheaths,  and  into  the  tissue  around  them,  sometimes  with  a  marked 
evidence  of  "inflammatory  stasis"  in  the  presence  of  many  leuko- 
cytes within  the  vessels  and  also  a  marked  infiltration  with  them  in 
the  hemorrhagic  areas.  In  the  case  of  the  man  exposed  to  phosgene 
gas  the  microscopic  picture  was  altered  by  the  presence  of  much  pig- 
ment, apparently  from  altered  blood,  in  the  vessels  and  outside  in  the 
hemorrhagic  areas.  It  was  suggested  that  this  pigment  had  been 
formed  by  the  action  of  HC1  on  the  blood,  the  gas  having  liberated 
HC1  when  it  came  in  contact  with  a  moist  surface.  Cases  who  live 
several  days  after  the  poisoning  show  a  necrosis  of  the  tissue  in  the 
hemorrhagic  areas,  with  a  marked  infiltration  of  polymorphonuclear 
leukocytes,  a  picture  similar  to  that  of  the  older  lesions  in  Mott's  first 
cases  of  CO  poisoning  who  lived  several  days  after  inhalation, 

In  his  early  cases  of  CO  poisoning  Mott  attributed  attacks  of  dizzi- 
ness, vomiting  and  headache  to  the  gas  poisoning  causing  a  congestive 
stasis  and  hemorrhages,  and  he  remarks  that  it  is  well  to  note  that 
these  migrainous  attacks  are  frequently  met  with  in  men  and  officers 
who  have  been  exposed  to  these  conditions  in  which  CO  or  other 
forms  of  gas  poisoning  might  have  occurred  without  fatal  results, 
apparently  implying  that  stasis  and  hemorrhages  may  have  occurred 
in  such  officers  and  men.  In  none  of  these  war  cases  was  there  an 
opportunity  of  examining  the  organs  of  the  body  so  that  it  can  not 
be  known  of  how  much  importance  the  cerebral  changes  were  in  bring- 
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ing  about  death,  nor  can  it  be  determined  from  these  cases  how  much 
cerebral  injury  of  this  type  may  be  borne  without  a  fatal  outcome. 

The  present  study  is  an  interesting  one  but  that  it  may  result  in  too 
much  emphasis  being  placed  upon  the  anatomical  features  in  the  war 
neuroses, to  the  neglect  of  the  psychogenic  factors,  is  indicated  in  an 
editorial  of  the  same  number  of  the  magazine,  which  criticizes  Cursch- 
mann  's  conclusions  that  the  same  psychic  and  bodily  injuries  setup  far 
less  serious  neuroses  among  officers  than  among  privates,  favoring  the 
view  that  the  neuroses  have  a  purely  psychogenic  basis,  the  better 
mental  equipment  of  the  officers  rendering  them  relatively  immune 
to  the  depressing  effects  on  the  nervous  system  of  high  explosives, 
exhaustion  and  exposure.  In  this  editorial  the  editor  states  that  the 
evidence  advanced  by  Dr.  Mott  of  structural  lesions  in  severe  cases  i9 
quite  conclusive  and  it  would  appear  therefore  that  Curschmann's 
contention,  if  it  has  any  validity,  can  apply  only  to  slight  cases.  To 
us  this  is  a  hint  that  upon  Mott's  findings  will  be  based  an  "explana- 
tion "of  a  large  number  of  neuroses,  to  the  detriment  of  investigations 
of  psychogenic  factors  or  a  full  consideration  of  all  the  factors. 

CHENEY. 


A  STUDY  OF  RETENTION  IN  KORSAKOFF 
PSYCHOSIS. 


By  David  Wechs^ER,  M.  A.  (Columbia). 
Introductory. 

Experimental  investigation  of  the  memory  defect  in 
Korsakoff  psychosis  has  not  been  very  extensive,  yet  when 
compared  with  experimental  work  done  on  any  other 
psychosis  is  considerable.  This  probably  is  due  to  two 
reasons.  In  the  first  place,  it  is  just  the  memory  experi- 
ments wherein  methods  and  results  have  been  most  satis- 
factorily examined;  secondly,  it  is  relatively  easy  to  work 
with  the  Korsakoff  patient  because  his  attention  is  fairly 
good  and  his  cooperation  can  usually  be  depended  upon. 
On  the  other  hand,  the  number  of  chronic  alcoholic  psy- 
choses of  the  Korsakoff  type,  even  at  large  institutions,  is 
comparatively  small,  necessitating  experiment  with  only 
two  or  three  patients  at  a  time.  I  was  fortunate  enough  to 
have  five  cases  placed  at  my  disposal  at  the  Psychiatric 
Institute  of  the  New  York  State  Hospitals.  The  numerical 
limitation  could,  of  course,  be  removed  by  multiplication 
of  observations  per  subject;  such  has  usually  been  the  case 
in  the  experiments  which  I  shall  refer  to.  I  have,  myself, 
wherever  feasible,  repeated  observations. 

In  general,  the  retention  defect  in  the  Korsakoff  psychosis 
presents  two  questions.  First,  there  is  the  interest  in  the 
extent  of  the  retention  defect,  in  which  case  we  should 
expect  from  an  experimental  investigation  a  quantitative 
expression  of  what  has  already  been  observed  clinically; 
second,  there  is  the  nature  of  the  retention  defect,  in  which 
case  we  might  expect  a  description  of  it  in  more  familiar 
psychological  terms  or,  perhaps,  a  reduction  of  the  defect 
to  some  simpler  process  than  is  connoted  by  the  term  reten- 
tion. The  term  retention  is  rather  broad,  and  when  used 
loosely  has  been  employed  synonymously  with  memory. 
We  shall  imply  by  this  term  the  ability  to  reproduce  new 
impressions  after  a  given  interval  of  time.    In  the  following 
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experiments  I  have  tested  the  failure  of  reproduction  after 
short  time  intervals,  and  hence  I  might  call  the.  ob- 
servations A  Study  of  Immediate  Retention  in  Korsakoff 
Psychosis. 

The  cause  of  defective  retention  might  be  in  any  one  or 
more  of  the  processes  antecedent  to  the  actual  reproduction 
of  once  presented  impressions.  First,  there  might  be  the 
failure  to  get  hold  of  the  impressions  when  presented,  i.  e., 
a  defective  perception  or  apprehension;  secondly,  there 
may  be  a  failure  to  link  new  associations  with  old;  thirdly, 
there  may  be  a  fading  of  associations  formed;  finally, 
there  may  be  merely  an  inability  of  reproduction.  It  was 
the  aim  of  my  experiment  to  determine,  if  possible,  the 
chief  cause  of  the  retention  defect,  and  I  believe  the  results 
of  my  observations  warrant  the  conclusion  that  the  primary 
reason  for  the  retention  defect  in  Korsakoff  psychosis  is 
the  patient's  inability  to  form  new  associations. 

Krauss  (6),  availing  himself  of  the  elaborate  exposure 
apparatus  of  Finzi  who  tested  apprehension  in  normals, 
found  a  considerable  diminution  in  the  quantity  of  material 
apprehended  by  a  Korsakoff.  Thus  where  Fiyizi  had  found 
that  of  nine  exposed  letters  2.32  were  apprehended  correctly, 
Krauss"  subject,  of  ninety  exposure  cards  of  nine  letters 
each,  was  able  to  apprehend  only  thirty-six  of  which  fifteen 
were  false  recognitions.  In  FinzVs  subjects  25.8  per  cent 
(median)  of  the  material  exposed  was  apprehended;  in 
Krauss'  patient,  only  4.4  per  cent.  Strikingly  enough, 
the  relation  of  false  to  correct  recognitions  shows  no  such 
marked  difference  in  the  two  cases,  though  the  per  cent  of 
false  recognitions  was  somewhat  greater  for  the  Korsakoff. 
Thus  Finzi  found  76.5  per  cent  correct  perceptions  for  nor- 
mals, Krauss,  70.6  per  cent  for  his  Korsakoff  case.  The 
Korsakoff  patient,  also,  gave  no  practice  effect  (comparing 
performances  of  the  first  day  with  the  second)  such  as 
Finzi  found  for  normals,  which  fact  he  ascribes  to  the  rapid 
fading  away  of  impressions.  Krauss"  explanation  for  the 
apprehension  defect  is  that  it  is  due,  at  least  in  part,  to  a 
retardation  ( Verlangsamung)  in  the  recognition  of  the 
stimuli. 
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Brodmann  (l)  began  experiments  with  two  Korsakoff s 
at  the  height  of  the  psychosis  (Hohestadium)  and  later 
repeated  the  observations  with  the  patients  when  they  were 
improving  (Genesungsperiode) .  He  carried  on  learning 
experiments,  employing  the  saving  method  of  Ebbinghaus 
and  using  lists  of  eight  and  twelve  nonsense  syllables,  and 
the  method  of  paired  associates  of  Miiller  and  Pilzecker^ 
also  with  nonsense  syllables.  The  presentation  of  material 
was  by  the  auditory  method.  The  subject  had  syllables 
read  to  him  aloud  until  he  could  repeat  the  list  by  heart,  or 
the  test  was  abandoned.  Brodmann,  further,  analyzed  the 
nature  of  the  errors  to  which  I  shall  refer  later.  He  found 
that  individuals  at  the  height  of  the  psychosis  were  unable 
to  learn  lists  of  either  eight  or  twelve  syllables  to  the  extent 
of  being  able  to  reproduce  them  correctly  and  without  any 
aid.  This  was  true  even  if  the  readings  were  continued 
until  one  hundred  repetitions  had  been  gone  through.  In 
the  period  of  improvement,  however,  the  patients  were  able 
to  learn  lists  of  eight  and  twelve  syllables  but  with  much 
more  numerous  repetitions  than  normals. 

Further,  contrary  to  the  findings  of  Midler  and  Pilzccker 
in  normals,  increasing  the  number  of  repetitions  had  no 
significant  effect  upon  the  number  of  associates  retained 
when  the  paired  associate  method  was  used.  In  view  of 
these  observations  Brodmann  concluded  that  the  law  relating 
to  the  strength  of  associations  as  dependent  upon  the  fre- 
quency of  repetition  did  not  obtain  in  the  acute  stage  of 
Korsakoff  psychosis. 

Gregor  (2,  3),  in  a  series  of  memory  experiments  extend- 
ing over  a  long  period,  tested  two  chronic  Korsakoffs;  later 
he  repeated  similar  experiments  on  a  Korsakoff  at  the 
height  of  the  psychosis.  His  observations  are  well  worth 
analysis  and  so  I  give  a  more  detailed  account  of  his  ex- 
periments. Gregor  was  interested  in  "  die  Frage  nach  der 
Leistungsfahigkeit  des  Gedachtnisses  Korsakoffscher  Pati- 
enten,  namlich  wie  lang  bei  ihnen  einmal  erworbene  Dis- 
positionen  zur  Reproduktion  nachdauern  und  ob,  so  wie  in 
welchem  Grade  ihr  Gedachtniss  ubungsfahig  sei."  In 
this  connection  he  had  occasion  to  make  observations  on 
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the  formation  of  backward  associations,  economy  in  learn- 
ing and  certain  aspects  of  recognition.  The  largest  part 
of  the  experiments  were  with  Ebbinghaus"  Saving  Method, 
but  instead  of  using  only  nonsense  syllables  he  employed 
selected  lists  of  words.  These  were  (a)  nonsense  words, 
(b)  meaningful  words  but  unrelated,  (c)  connected  material 
(stanzas  of  poetry).  The  lists  of  words  were  of  seven  and 
eight  members,  while  the  stanzas  of  poetry  were  of  four  short 
verses.  Presentation  of  material  was  throughout  by  the 
visual  method,  nonsense  words  being  exposed  one  every 
second,  words  with  meaning  one  every  three-quarters  of  a 
second.  In  presenting  the  stanzas  of  poetry  two  lines  were 
exposed  at  a  time.  As  the  subjects  were  unable  to  learn 
four  consecutive  verses  the  stanza  was  learned  by  halves. 
The  number  of  repetitions  required  for  learning  a  stanza 
was  then  taken  as  one-half  the  sum  required  for  both  halves 
plus  the  number  of  repetitions  necessary  to  learn  the  stanza 
as  a  whole.  Gregor  also  availed  himself  of  the  paired 
associates  method,  using  lists  of  four  pairs  whose  members 
were  internally  related  (Ransburg).  These  were  employed 
both  for  learning  experiments  and  for  obtaining  a  curve  of 
forgetting.  For  the  former,  each  list  was  exposed  three 
times  and  then  the  subject  was  tested.  If  the  subject  was 
unable  to  give  the  correct  associates  when  the  stimulus 
words  were  exposed,  three  more  exposures  were  made  of 
the  four  pairs,  the  subject  again  tested,  and  so  on  until  all 
were  learned.  For  the  latter,  the  four  pairs  of  associates 
were  exposed  only  once  and  the  percentage  of  associates 
retained  with  a  single  presentation  (nach  einmaligem 
Eindrucke)  was  tested  after  intervals  of  fifteen  seconds,  one 
minute,  three  minutes,  five  minutes,  and  ten  minutes. 

In  summary  the  following  were  Gregorys  results:  Chronic 
Korsakoff  cases  are  capable  of  learning.  The  effect  of  previ- 
ous learning  is  not  entirely  lost  even  after  a  considerable 
length  of  time.  Thus,  in  one  case  a  saving  was  found  after  one 
hundred  and  five  days  showing  thereby  that  the  after-effect 
(Disposition  nach  einmaligem  Lernen)  was  present  and 
persisted  for  a  fairly  long  time.  This  "Disposition  nach 
einmaligem  Lernen  "  is  stronger  for  related  words  than 
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non-related  words,  and  greater  for  sense  than  nonsense 
material.  With  one  chronic  Korsakoff  there  was  a  saving 
in  learning  nonsense  words  to  be  observed  after  forty  eight 
hours,  lists  of  meaningful  words  after  ninety-six  hours,  and 
connected  words  (poetry)  after  ninety  days.  Unlike  Brod- 
ma?i?i  he  was  also  able  to  get  a  subject  at  the  height  of  the 
psychosis  to  learn;  an  after-effect  was  here  also  obtained 
but  this  was  very  much  smaller  than  in  the  case  of  the 
chronic  Korsakoff.  Unlike  Brodmann  again,  Gregor  found 
that  the  law  of  the  dependence  of  learning  upon  the  number 
of  repetitions  obtains.  On  the  other  hand,  he  found  that 
certain  of  the  "  laws  "  of  memory  that  hold  for  normals  do 
not  obtain  in  Korsakoff's  psychosis.  ( 1 )  Distributed  learn- 
ing is  not  more  advantageous  than  concentrated  learning; 
on  the  contrary,  it  is  less  economical.  (2)  Learning  ma- 
terial piecemeal  is  more  economical  than  learning  it  as  a 
whole.  In  fact  in  certain  cases,  (e.  g.,  learning  four  verses 
of  poetry)  learning  material  as  a  whole  was  impossible. 
(3)  The  individual  who  learns  faster  does  not  retain  longer, 
the  contrary  of  which  was  found  to  be  true  for  normal 
children  and  adults  by  Rodosawlyelwitch  and  others. 

In  learning,  backward  associations  are  formed  but  are 
obliterated  even  relatively  far  faster  than  the  forward 
associations. 

A  curve  of  forgetting  (obtained  by  learning  lists  of 
meaningful  words  and  then  finding  the  per  cent  of  saving 
in  relearning  them  after  intervals  of  (l)  one  hour,  (2)  three 
hours,  (3)  twenty-four  hours,  (4)  forty-eight  hours,  (5) 
ninety-six  hours)  is  seen  to  follow  Ebbinghaus'  curve  except 
that  it  cuts  the  abscissa  very  much  sooner. 

Finally,  like  Krauss,  Gregor  observed  that  there  is  defec- 
tive apprehension  in  Korsakoffs;  also  a  slight  defect  of 
attention,  but  this  had  little  relation  to  the  retention  or 
learning  capacity  since  the  patient  that  performed  better  in 
one  showed  up  worse  in  the  other.  Similarly  he  found  no 
parallelism  between  disturbance  of  recognition  and  the 
retention  defect. 

The  most  recent  work  done  bearing  upon  the  retention 
defect  in  Korsakoff  psychosis  is  the  series  of  experiments 
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of  Prager  (10)  who  tried  the  association  experiment  (using 
the  method  and  procedure  of  Papenheim)  on  two  Korsakoff s 
among  a  few  other  patients.  He  found  a  marked  disturb- 
ance of  association,  and  concluded  that  this  association 
disturbance  is  intimately  connected  with  the  retention 
defect.  He  further  believes  that  the  association  experiment 
might  be  used  to  indicate  such  a  defect. 

Experimental  Conditions  and  Subjects. 

The  experiments  herein  reported  were  done  at  the  Psychi- 
atric Institute  on  Ward's  Island,  New  York.*  They  ex- 
tended over  a  period  of  two  and  one-half  months  (February 
1  to  April  15,  1917)  and  consumed  two  hours  in  the  morn- 
ing, three  times  each  week  during  that  time.  The  experi- 
ments were  done  with  six  patients,  five  Korsakoffs  and  one 
general  paralysis  patient.  According  to  the  physicians  at 
the  Institute  all  the  cases  were  "typical."  Of  the  Korsakoff 
patients  two  were  mild  (Cases  A  and  B).  The  remaining 
three  were  more  pronounced  (Cases  X,  Y,  Z).  None  of 
them  was  in  the  acute  stage.  My  primary  interest  was  in 
the  Korsakoff  patients.  The  general  paresis  case  was 
added  for  the  additional  light  which,  I  hoped,  a  comparison 
of  his  performances  with  those  of  the  Korsakoffs  might 
throw  upon  the  retention  defect  of  the  latter. 

The  descriptions  of  the  patients  consist  of  two  parts: 
(l)  the  Clinical  Summary  which  in  each  case  was  kindly 
furnished  to  me  by  Dr.  Hoch,  and  which  includes  the 
period  of  the  experimentation;  (2)  a  few  remarks  about  the 
patient's  condition  while  he  was  tested,  contained  under 
the  heading  of:  Experimenter's  General  Observations. 

Cask  A.    James  McD.    Aged  48.    Admitted  January  26,  1917. 

Clinical  Summary.  The  patient  came  to  the  U.  S.  when  17  and 
has  been  a  steady  drinker  ever  since.  This  has  been  much  increased 
for  7  or  8  years  and  it  is  claimed  that  since  then  he  averaged  easily  a 
pint  of  whiskey  a  day. 

Late  in  1913  he  complained  of  weakness  in  his  legs  and  this  is  said 

*  For  their  kind  aid  and  many  courtesies  the  writer  wishes  to  express  his  in- 
debtedness to  Dr.  Thomas  Heldt,  attending  physician  of  the  ward,  Dr.  (ieorge 
H.  Kirby,  the  present  Director  of  the  Psychiatric  Institute,  and  specially  to  Dr. 
August  Hoch,  its  former  Director,  whose  sympathetic  interest  encouraged  him 
in  his  work. 
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to  have  bothered  him  off  and  on  ever  since.  In  1914  he  had  much 
stomach  trouble  with  morning  vomiting;  not  since.  In  March,  1916, 
he  was  discharged  from  his  work  because  as  night  watchman  he  reg- 
istered the  signals  wrongly.  Since  then  he  has  not  worked  but  drank 
even  more  than  before.  From  May  to  July,  19L6,  he  was  in  Bellevue 
Hospital.  There  he  was  diagnosed  Korsakoff  psychosis,  although  no 
details  of  his  conditon  are  available.  After  returning  from  Bellevue 
he  resumed  his  drinking,  was  unable  to  work,  at  times  quite  irritable 
and  somewhat  forgetful.  No  special  incident  led  to  his  final  com- 
mitment. 

On  admission  to  the  Psychiatric  Institute  he  showed  absence  of 
Achilles  tendon-reflexes  (on  reinforcement) ,  otherwise  the  reflexes 
were  normal ;  there  was  no  muscular  weakness  and  no  tenderness 
over  the  muscles  and  nerve-trunks.  There  was  moderate  arterio- 
sclerosis, a  slight  trace  of  albumin  in  the  urine  on  one  examination, 
again  absence  of  albumin,  the  organs  otherwise  normal.  Lumbar 
puncture  negative  with  the  exception  of  a  slight  globulin  reaction  in 
spinal  fluid.  Wassermann  negative  in  blood  and  fluid.  Mental  con- 
dition :  He  was  very  natural  in  his  behavior,  oriented  for  place  and 
time.  Many  data  of  recent  occurrence  he  knew  very  well,  such  as 
his  going  to  Bellevue,  the  person  who  took  him  there,  details  of  his 
admission  to  Ward's  Island.  On  the  second  day  he  also  gave  details 
of  a  visit  which  the  physician  made  to  his  roommate  the  day  before 
and  remembered  an  address  and  name  for  three  minutes.  He  was 
able  to  give  the  facts  of  his  life  without  discrepancies  and  practically 
correctly,  at  times  with  some  uncertainty  however.  At  several  later 
visits  this  ability  to  give  the  data  of  his  life  was  always  found  to  be 
quite  satisfactory,  but  on  more  careful  examination  of  his  memory 
for  recent  events  and  his  retention  some  defects  were  found.  When 
a  name  and  address  were  given  to  him  and  he  was  five  minutes  after 
intervening  questions  asked  about  it,  he  said  he  had  never  heard  it 
and  only  later,  on  repeated  questions,  some  of  the  address  (not  the 
name)  was  recollected.  During  the  sixth  examination  in  the  exam- 
ining room  (four  of  the  previous  examinations  had  lasted  an  hour  or 
more)  he  thought  he  had  been  in  the  room  only  twice-  After  four 
weeks  on  the  ward  he  knew  neither  the  name  of  the  ward  nor  that  of 
the  ward  physician.  One  day  after  four  different  tests  had  been  given 
him,  he  remembered  only  two  when  questioned  ten  minutes  later, 
during  which  time  the  physicians  discussed  his  case.  Yet  on  one 
occasion,  when  five  associated  ward-pairs  were  given  to  him  to  repeat 
immediately  and  then  the  first  word  of  each  pair  was  given  in  suc- 
cession, he  could  supply  the  second  word  in  four  out  of  five  cases. 

Although  the  retention  defect  is  here  much  less  marked 
than  in  the  cases  X,  Y  and  Z,  the  fact  that  it  stands  out  as 
it  does  and  that  there  is  practically  no  defect  of  mental  ten- 
sion which  might  produce  secondarily  such  a  defect  of 
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retention,  make  it  clear  that  we  are  dealing  with  a  primary 
retention  defect.  This,  together  with  the  absence  of  the 
Achilles  tendon  reflexes,  the  pronounced  alcoholic  history 
and  a  few  other  facts  of  the  anamnesis  make  the  diagnosis 
of  Korsakoff  Psychosis  absolutely  certain. 

Experimenter's  general  observations:  After  the  third  or 
fourth  visit  the  patient  learned  the  experimenter's  name 
and  he  was  always  able  to  say  when  he  had  been  seen  last. 
His  behavior  was  always  natural  and  in  keeping  with  his 
surroundings.  He  was  cheerful  and  willing — in  fact,  at 
first,  quite  anxious  to  go  through  the  tests  in  order  to  prove 
himself  and  he  continually  asked  the  experimenter  whether 
he  was  doing  well,  and  whether  he  thought  he  would  soon 
be  discharged,  and  the  like.  Just  before  the  experimenter 
quit  using  him  as  a  subject,  however,  he  became  somewhat 
irritable,  declaring  he  was  quite  well  and  did  not  see  the  use 
of  this  "child's  stuff." 

Case  B.    John  N.    Aged  54.    Admitted  February  6,  1917. 

Clinical  Summary:  The  patient  has  for  years  been  a  heavy 
drinker.  The  wife  thinks  that  since  marriage,  at  the  age  of  40,  he 
probably  drank  rather  more  than  before,  was  drunk  perhaps  once  a 
week,  although  this  did  not  interfere  with  his  work.  Three  or  four 
years  ago  he  was,  for  a  year,  a  total  abstainer,  but  then  resumed  his 
drinking  as  before.  Throughout  his  alcoholic  period,  as  long  as  the 
wife  has  known  him  he  has  had  frequent  gastric  upsets.  Four 
months  before  admission  he  had  stomach  trouble,  loss  of  appetite, 
gastric  pain,  frequent  vomiting.  This,  together  with  pains  in  the 
legs  and  a  feeling  of  weakness,  led  to  his  quitting  his  work.  He  con- 
tinued drinking  hard.  Three  months  before  admission  it  was  noticed 
that  he  became  forgetful  and  finally  he  could  not  find  his  way  home 
and  was  committed  to  Bellevue  Hospital  on  November  12,  1916,  from 
there  to  Blackvvell's  Island  on  November  20,  and  on  January  29,  1917, 
again  to  Bellevue  Hospital. 

Under  observation  at  the  Psychiatric  Institute.  He  showed,  on  the 
physical  side,  absent  knee-jerks  and  Achilles  tendon  reflexes ;  no 
palsies,  no  tenderness  over  nerve-trunks  or  muscle?.  Pupils  normal. 
No  tremor,  no  speech  defect.  The  lumbar  puncture  was  negative 
and  Wassennann  negative  in  spinal  fluid.  Mentally  he  presented 
the  following  :  He  always  recognized  the  physician  as  "doctor  "  and 
the  hospital  as  "hospital,"  but  usually  thought  it  was  the  hospital 
on  Blackvvell's  Island.  He  was  never  clear  about  the  time,  gave 
the  wrong  month  (though  repeatedly  approximately  the  correct 
date),  and  constantly  the  year  as  1915.    He  never  misidentified  any 
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of  the  persons  about  him.  When  asked  whether  he  had  been  in  any 
other  hospital  he  always  denied  this,  yet  when  asked  from  what  place 
he  had  come  to  the  present  hospital  he  usually  said  from  Bellevue, 
though  he  never  remembered  having  been  on  Blackwell's  Island, 
"unless  this  is  it."  When  he  spoke  of  Bellevue  he  repeatedly  con- 
fabulated a  story  that  he  had  fallen  on  going  to  work,  had  broken  a 
rib  and  had  been  bandaged  up  at  Bellevue.  As  to  his  retention  for 
the  time  under  observation  he  remembered  several  times  that  his  wife 
had  been  to  see  him,  once  with  the  exact  time  of  her  visit  (two  days 
before).  He  remembered  at  a  second  interview  with  one  of  the  doc- 
tors that  he  had  seen  him  before  in  the  same  room  (correct)  but  did 
not  know  it  was  the  day  before  ;  he  once  remembered  a  name  for  ten 
minutes  after  he  had  been  made  to  repeat  it  several  times.  On  the 
other  hand,  he  also  repeatedly  failed  completely  in  such  retention 
tests,  or  remembered  only  partially,  etc.  At  the  fifth  examination 
with  the  ward  physician  (all  of  them  were  long  interviews)  he 
thought  he  had  been  in  the  exmining  room  once  before.  In  addition 
to  the  above  mentioned  confabulation  there  were  others,  e.  g.,  he 
claimed  repeatedly  that  his  sister  had  been  to  see  him  "  last  night. " 
His  memory  for  old  events,  on  the  other  hand,  was  generally  very 
good  and  on  more  careful  examination  in  which  he  was  asked  to  give 
the  main  facts  of  his  life  with  dates,  these  tallied  very  well  with  each 
other  without  there  be  any  notable  discrepancies  ;  nor  was  there  any 
marked  defect  in  calculation  (e.  g.,  continuous  subtraction  of  7  from 
100  was  done  without  mistakes). 

In  this  patient  again,  who  has  a  somewhat  more  pronounced 
retention  defect  than  Case  A,  there  is  no  defect  of  mental 
tension  which  would  account  for  it.  It  is  therefore  primary 
and  this  fact,  together  with  the  absence  of  deep  reflexes 
and  with  the  history,  can,  here  again,  leave  no  doubt  as  to 
the  diagnosis  of  Korsakoff  Psychosis. 

Experime?iter's  ge?ieral  observations.  The  patient  was  a 
docile  subject.  He  gradually  learned  the  names  of  those 
about  him,  including  that  of  the  experimenter.  He  was 
natural  in  his  behavior  and  he  spoke  coherently  and  with 
normal  spontaneity. 

Case  X.    Edward  H.    Aged  46.    Admitted  January  29,  1916. 

Clinical  Summary  ;  The  patient  is  said  to  have  been  rather  sensi- 
tive and  inclined  to  think  that  people  did  not  like  him.  He  married 
when  24  (1893)  and  in  1900  came  to  New  York  City  and  became  a 
longshoreman.  It  was  at  that  time  that  he  began  to  drink  considera- 
bly. Seven  years  before  admission  his  wife  left  him  on  account  of 
his  drinking  habits.  He  contributed  nothing  to  his  family's  support 
henceforth  but  drank  excessively,  even  more  than  before.  The 
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daughter  who  gives  the  history,  visited  him  occasionally.  Therefore 
no  continuous  record  of  his  condition  is  available.  However,  when 
the  daughter  saw  him  a  year  before  admission  she  found  him  very  sick 
with  a  severe  pneumonia  and  quite  weak.  At  another  visit;  six 
months  before  admission,  he  was  still  weak  and  had  not  been  work- 
ing in  the  meantime.  The  informant  thinks,  however,  that  his  mind 
was  normal  at  both  times.  Nothing  further  about  his  condition  is 
known  to  the  daughter,  but  a  friend  who  also  saw  him  only  occasion- 
ally said  that  he  noticed  that  the  patient's  memory  became  bad  for 
three  months  before  admission. 

On  admission  to  the  Psychiatric  Institute  the  patient  was  in  a 
rather  poor  state  of  nutrition,  pale,  with  rapid  pulse,  and  with 
marked  pyorrhoea  alveolaris.  There  was  no  definite  palsies  but  a 
general  weakness.  The  Achilles  tendon  reflexes  were  absent  and. the 
knee-jerks  much  diminished.  The  nerve-trunks  in  the  legs  and  the 
calf-muscles  were  markedly  tender  to  pressure.  Lumbar  puncture 
was  negative  and  Wassermann  was  absent  in  blood  and  cerebro-spinal 
fluid.  On  the  mental  side,  the  following  was  observed  :  When  left 
to  himself  he  had,  for  the  first  days,  a  decided  tendency  to  doze,  but 
even  then  he  was  fairly  attentive  during  the  examination.  He  knew 
the  month  and  year  but  was  disoriented  for  place,  calling  it  usually 
by  the  name  of  a  pi  ice  near  his  home  town,  where  he  had  not  been 
for  years.  He  called  people  by  various  names,  some  of  which,  at  any 
rate,  fitted  into  this  home  environment.  On  the  other  hand,  when 
asked  when  he  had  come  to  New  York  City,  he  readily  said  "Quite 
awhile  ago."  Again  he  claimed  to  have  left  his  hometown  "a  few 
weeks  ago,"  thought  he  had  been  in  the  hospital  two  hours,  when  in 
reality  he  had  been  here  two  days,  said  he  had  gone  to  church  in  the 
morning  (has  been  in  bed)  "in  church  over  in  Jay  Street  where  that 
fellow  has  his  room,"  etc.  A  name  and  address  that  wasgiven  him  he 
had  completely  forgotten  in  five  minutes.  Gradually  he  learned  the 
name  of  the  place,  so  that  he  could  give  it  at  times,  and  he  often 
knew  it  was  a  hospital  for  mental  disorders  ;  but  he  persistently  mis- 
identified  many  of  the  people  about  him  as  before,  and  thought  he 
had  known  them  "at  home."  Even  in  November,  1916,  he  thought 
he  had  been  here  a  week,  and  he  persistently  had  the  idea  that  he 
must  have  come  on  an  excursion  with  these  old  friends  of  his,  "they 
must  have  picked  me  up."  He  also  continued  to  fabricate,  said  he 
6pent  last  evening  with  his  daughter,  and  the  like.  His  retention 
throughout  remained  markedly  defective. 

Diagnosis  :    Typical  Korsakoff  Psychosis. 

Experimenter's  general  observations :  The  patient  was  a 
docile  subject  and  cooperated  well.  He  never  was  able  to 
learn  the  experimenter's  name  and  never  could  state  cor- 
rectly when  he  had  seen  him  last,  answering  invariably : 
"Yesterday." 
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CaseY.    Peter  J.    Aged  45.    Admitted  July  27,  1916. 

Clinical  Summary :  The  sister  says  that  the  patient  was  not  an 
excessive  drinker  until  eight  years  before  admission,  when  his  wife 
died.  Since  then  he  drank  heavily.  Unfortunately  she  knows  noth- 
ing of  the  onset  of  his  disease,  as  she  has  seen  very  little  of  him  and 
heard  about  his  being  sick  only  when  she  was  notified  by  the  authori- 
ties that  he  was  at  the  Observation  Pavilion  of  Bellevue  Hospital. 

When  the  patient  was  admitted  to  the  Psychiatric  Institute  he  had 
no  definite  signs  of  neuritis,  with  the  exception  perhaps  of  dimin- 
ished and,  certainly,  unequal  knee-jerks,  the  left  being  more  dimin- 
ished. Lumbar  puncture  was  negative  and  Wassermann  was  absent 
in  blood  and  spinal  fluid.  He  showed,  however,  an  unmistakable 
mental  picture  :  He  was  disoriented,  called  the  place  Philadelphia 
Brewing  Co.,  the  year  1907.  The  people  about  him  he  called  by 
wrong  names,  and  he  thought  that  it  was  afternoon  instead  of  forenoon. 
He  could  not  remember  recent  events,  had  no  idea  when  he  came  to 
the  hospital.  He  was  unable  to  retain  names,  and  to  tests  showed  a 
very  marked  retention  defect.  When  asked  where  he  had  been  last 
night,  he  said  he  had  slept  at  home  in  Philadelphia. 

He  gradually  improved  and  recently  has  known  that  he  has  been  in 
a  hospital,  and  always  understood  that  the  doctor  was  physician,  but 
the  orientation  is  still  somewhat  defective.  His  retention  is  better. 
For  example,  he  remembered  recently,  after  an  hour,  that  he  had  taken 
a  bundle  to  the  laundry.  On  the  other  hand,  when  questioned  about 
repeated  visits  of  the  experimeter.  he  had  a  very  poor  recollection  of 
the  examinations  and  thought  he  had  seen  him  perhaps  once  or  twice. 

Experimenter's  general  observations :  The  patient  was 
cheerful  and  tractable.  He  answered  questions  and  per- 
formed the  tests  readily.  The  experimenter  saw  the  patient 
28  times  and  each  time  asked  hiin  when  he  had  seen  him  be- 
fore. He  was  never  able  to  answer  correctly.  Most  often  he 
said  ' '  I  forget, ' '  sometimes  ' '  yesterday, ' '  but  this  was  always 
a  guess,  for  when  questioned  whether  he  was  certain  he 
always  said  "  I  am  not  sure."  He  was  unable  to  learn  the 
experimenter's  name.  On  the  avt-rage  the  name,  when 
given  him,  was  forgotten  within  one  minute.  He  did  not 
know  what  he  had  for  supper  the  day  before,  or  that  he  had 
been  to  church  on  the  same  morning  ;  on  the  other  hand, 
he  repeatedly  said  he  had  been  out  in  the  morning,  when 
the  head  nurse  stated  that  he  had  remained  in  the  ward. 

Case  Z.    Ellen  D.    Aged  38.    Admitted  January  20,  1915. 
Clinical  Summary :    Patient  when  married,  at  23,  drank  moder- 
ately, but  several  years  later  began  to  associate  with  drinking  women 
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and  drank  more  and  more,  at  first  chiefly  beer.  For  the  last  three 
years  she  has  been  drinking  whiskey  quite  heavily  and  has  often 
been  intoxicated. 

About  six  months  before  admission  she  began  to  be  jealous  and 
suspicious  of  her  husband,  and  accused  him  of  going  with  other 
women. 

Two  months  before  admission  she  began  to  complain  of  pain, 
numbness  and  a  feeling  of  pins  and  needles  in  her  legs.  The  legs  soon 
became  weak  and  she  became  bedfast.  Nevertheless  she  continued 
to  drink.  About  two  weeks  after  the  physical  symptoms  commenced 
she  was  noted  to  be  forgetful,  confused,  failed  to  reognize  her  friends 
and  rambled  in  her  talk.  The  hands  became  weak  and  she  lost 
weight. 

Under  observation  at  the  Psychiatric  Institute  :  On  admission  she 
was  found  very  poorly  oriented,  thought  she  was  in  Ireland,  and  that 
the  year  was  1900.  When  asked  what  she  had  done  earlier  in  the 
morning,  she  said  she  had  fed  the  chickens,  and  that  yesterday  she 
had  read  the  newspaper  (incorrect) .  She  showed  to  tests  a  very 
marked  retention  defect,  being  unable  to  retain  any  name  for  any 
length  of  time.  In  addition  to  that  there  was  a  marked  neuritis, 
with  wrist  and  foot  drop  and  tenderness  over  the  nerve  trunks. 

Recently  it  was  found  that  she  does  not  know  when  she  came  here 
and  the  address  which  the  husband  gives  as  the  place  in  which  she 
last  lived  is  not  known  to  her.  She  is  not  clear  about  the  year,  and 
the  defect  of  retention  is  still  quite  marked,  as  shown,  e.  g.,  by  a 
word-pairs  test,  of  which  she  remembers  only  30  per  cent.  The  neu- 
ritis is  also  still  quite  pronounced.  She  has  certain  delusions  about 
people  putting  electricity  into  her. 

Diagnosis:    Typical  Korsakoff  Psychosis. 

Experimoiter  "s  general  observatio?is  :  The  patient's  mood 
was  very  variable,  so  that,  though  usually  cheerful,  she 
would  frequently  burst  out  crying.  This  made  experimen- 
tation with  her  difficult,  but  even  more  so  her  inveterate 
chatter  about  people  putting  electricity  into  her  and  her 
remonstrations  that  the  experimenter  stop  this. 

Case  P.    George  G.    Aged  34.    Admitted  January  6,  1915. 

Clinical  Summary :  It  is  known  that  the  patient  had  syphilis  at 
18  and  had  treatment  for  four  years.  About  a  year  before  admission 
he  suddenly  complained  of  numbness  in  left  arm,  and  the  left  side 
of  the  face  appeared  weak.  This  soon  passed  over  and  he  kept  on 
working  as  clerk. 

About  half  a  year  before  admission  he  became  nervous  and  excita- 
ble, and  his  work  was  less  efficient. 

Three  weeks  befor*  admission  he  got  boisterous  and  wanted  to 
make  purchases  which  were  beyond  his  means. 
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On  admission  to  the  Psychiatric  Institute  he  showed  distinct  dim- 
inution of  light  reaction  of  the  left  pupil,  a  characteristic  G.  P. 
speech  defect,  and  tremor  of  tongue  and  lips.  In  the  spinal  fluid 
150cells,  positive  globulin,  +  +  +  +  Wassermann  were  found.  He  was 
expansive,  said  he  had  $5,000  worth  of  U.  S.  bonds,  which  will  be 
worth  $500,000  a  piece  after  the  war ;  that  he  will  be  worth  a  million 
in  ten  years;  that  he  has  an  automobile  which  cost  him  $10,000  ; 
that  he  will  take  the  whole  ward  on  a  motor  trip,  etc. 

He  was  given  intensive  Swift-Ellis  treatment,  and  his  expansive- 
ness  disappeared,  but  his  speech  defect  and  slight  mental  deteriora- 
tion remained  unimproved. 

Recently  he  has  shown  further  deterioration.  He  shows  a  marked 
carelessness  in  his  intellectual  operations.  In  giving  the  data  of  his 
life  he  makes  marked  discrepancies  which  he  does  not  appreciate. 
He  is  quite  clearly  oriented,  however,  and  his  retention,  for  the  most 
part,  is  quite  excellent. 

Diagnosis  :    Typical  General  Paralysis. 

Experimenter" s  general  remarks :  The  patient  cooperated 
well  in  the  experiments.  He  readily  learned  the  physi- 
cian's name  and  was  always  able  to  give  the  exact  time  of 
of  the  experimenter's  previous  visit,  just  as  he  was  able  to 
give  the  exact  date  of  his  wife's  last  visit,  for  example. 

Experimental  Material  and  Procedure. 

The  memory  experiments  selected  may  be  roughly  divided 
into  three  groups :  I .  Experiments  for  reproduction  of  serial 
impressions.  II.  Experiments  to  test  the  formation  of  asso- 
ciations. III.  Experiments  to  test  the  rate  of  forgetting  for 
small  intervals  of  time.  The  second  group  occupied  the 
greatest  part  of  the  experimenter's  time,  and  contributed  the 
critical  results  of  the  investigation.  In  connection  with  the 
experiments  on  the  formation  of  associations  an  intensive 
study  was  made  of  the  errors  committed  by  each  of  the  sub- 
jects. IV.  An  analysis  of  the  errors  which,  as  will  be  seen 
later,  threw  much  light  on  the  character  of  the  association 
disturbance  and  formed  the  basis  for  the  writer's  views  on 
the  nature  of  the  retention  defect  in  the  Korsakoff  patient. 

Though  most  of  the  tests  employed  are  well  known,  the 
experimenter  deemed  it  well  to  describe  his  procedure  in  all 
of  them,  first  because  of  the  occasional  variation  in  method 
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which  the  type  of  subject  used,  and  the  circumstances  of  the 
experimentation  demanded,  and  secondly  for  the  sake  of  in- 
dicating- the  difficulties  that  were  encountered  in  giving  the 
tests. 

Outline  of  Tests. 

I.  Experiments  for  testing  reproduction  of  serial  impres- 

sions. 

A.  Memory  span  tests. 

1.  Auditory  memory  span  for  digits. 

2.  Auditory  memory  span  for  unrelated  words. 

3.  Visual  memory  span  for  movement. 

a.  Knox  Cube  test. 

b.  Modified  Cube  test. 

B.  Reproduction  of  lists  of  words  longer  than  memory 

span. 

4.  Method  of  Retained  Members. 

a.  Lists  of  ten  unrelated  words. 

b.  Lists  of  ten  related  words. 

II.  Experiments  on  the  formation  of  associations  (  Method 

of  Paired  Associates). 

5.  Formation  of  " preformed  associates." 

Lists  of  ten  pairs. 

6.  Formation  of  new  associations. 

a.  Lists  of  ten  pairs. 

b.  Lists  of  five  pairs. 

III.  Experiments  on  the  rate  of  forgetting  for  small  inter- 

vals of  time. 

7.  Curve  of  forgetting  for  intervals  of  15",  30", 

60",  1',  3'  and  10'. 

a.  Recall  of  series  of  digits  after  a  single 

repetition. 

b.  Recall  of  colors  after  a  single  presentation. 

c.  Recall  of  single  associates  after  one  repe- 

tition. 
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IV.  Analysis  of  errors. 
8. 

a.  Quantitative. 

b.  Qualitative. 

Wherever  possible  in  selecting-  material  for  tests  experi- 
menter took  such  as  had  already  been  used  with  normals  so 
that  comparisons  might  be  made.  Where  he  devised  his  own 
tests  he  carried  on  parallel  tests  with  normal  subjects. 

General  Method  of  Procedure.  In  all  experiments  requir- 
ing presentation  of  words  or  digits  the  auditory  method  was 
used.  This,  first  in  view  of  Krauss"  observations  that  the 
range  of  visual  perception  in  the  Korsakoff  was  consider- 
ably diminished;  second,  because  the  difficulties  attending 
the  use  of  tachistoscopic  methods  with  abnormal  subjects 
were  thereby  avoided. 

The  experiments  were  carried  on  in  the  morning  with  all 
subjects  (except  Z)  between  9:30  and  11:30. .  No  subject  was 
kept  more  than  one-half  hour  at  a  stretch,  more  frequently 
less.  As  most  of  the  tests  were  very  short  and  experi- 
menter allowed  ' '  rests, ' '  the  factor  of  fatigue  was  practically 
negligible.  If  a  subject  was  indisposed  or  became  irritable, 
experimentation  with  him  for  that  day  was  abandoned  and 
the  results  obtained  at  that  sitting  discarded.  But  as  a  rule  all 
the  subjects,  except  Z,  were  willing  and  cooperated  readily. 
On  this  account  fewer  experiments  were  made  with  her. 

The  constancy  of  the  subject's  mental  condition  during  the 
experimental  period  was  a  factor  which  had  to  be  kept  in 
mind.  With  normal  subjects  one  might  depend  on  it  that 
their  efficiency  would  not  change  over  a  period  of  two 
months.  Not  so  with  insane  subjects.  Aside  from  the  fact 
that  the  subjective  influences  (mood,  feeling,  etc.),  which 
modify  even  normal  performances  are  more  variable,  there 
is  the  possibility  of  a  subject  getting  worse  (or  improving)  to 
be  considered.  This  change  might  be  slow  or  sudden  and 
in  consequence  produce  either  a  small  or  significant  differ- 
ence between  a  performance  made  on  one  day,  and,  say,  one 
made  a  month  later.  With  chronic  cases  of  Korsakoff 
psychosis  approximate  constancy  of  mental  efficiency  could 
with  reasonable  expectation  be  hoped  for;  but  such  con- 
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stancy  could  not  with  equal  confidence  be  depended  upon  in 
the  milder  cases.  It  was  considered  possible  that  these 
might  show  an  improvement.  For  this  reason  experimenter 
performed  most  of  the  tests  on  the  two  milder  cases  in  the 
first  few  days  of  the  experimental  period,  then  waited  two 
weeks  and  compared  the  clinical  picture  of  each  presented  on 
the  two  occasions.  Imperceptible  improvement  which  might 
occur  from  day  to  day  was  thus  obviated  and  a  more  cumu- 
lative effect,  if  producing  a  really  significant  difference  might 
reasonably  be  expected  to  be  observed.  Of  the  two  milder 
cases  B  remained  constant,  but  A  had  noticeably  improved 
and  his  retention  defect,  only  slight  even  at  the  beginning 
was  considerably  cleared  up.  Further  experimentation  with 
him  was  therefore  discontinued  as  it  was  the  aim  of  the  ex- 
perimenter to  study  first  the  defect  in  more  typical  cases 
where  the  disorder  was  fairly  marked. 

In  all  the  tests  subject  sat  opposite  the  experimenter.  He 
was  told  to  listen  carefully  and  watch  the  movement  of  the 
experimenter's  lips  to  help  him.  Instructions  consisted  first, 
of  explaining  the  nature  of  the  test,  then  illustrating  the 
explanation  by  examples,  and  finally,  by  using  some 
preliminary  practice  material  to  insure  comprehension. 

Detailed  Description  of  Procedure. 

Memory  Span  for  Digits.  Digits  were  read  at  the  rate  of 
one  per  second  without  grouping.  Instructions  were  for 
immediate  repetition.  Experiment  began  with  a  4-digit 
series  and  continued  with  longer  ones  until  subject  failed 
to  repeat  correctly.  The  next  higher  series  was  also  given 
to  make  sure  that  the  first  "miss"  was  not  accidental. 
Thus,  if  subject  failed  at  repeating  six  digits,  he  was  also 
tried  at  seven;  if  he  failed  at  seven  too,  a  longer  series  was 
not  presented,  but  if  he  succeeded  he  was  given  eight,  etc. 
Three  such  lists  were  given.  The  memory  span  was  found 
by  averaging  the  three  trials.    (Table  1.) 

Memory  Span  for  Words.  Pyle's  lists  (8)  for  concrete 
words  were  used,  but  instead  of  having  each  subject  write 
the  words  himself,  experimenter  did  it  for  him.  This  was 
necessary  to  prevent  the  introduction  of  a  time  factor  which 
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might  have  been  occasioned  by  slow  writing,  difficulty  in 
spelling,  etc.  Words  were  read  one  per  second.  Before 
each  list  was  read  the  subject  was  told  the  number  of  words 
each  contained  and  was  instructed  to  reproduce  the  words 
in  the  "exact  same  rotation"  in  which  the  experimenter 
spoke  them.  Subject  was  credited  1  for  every  word  remem- 
bered, and  1  in  addition  if  the  position  was  also  correct. 
The  memory  span  was  given  as  the  sum  of  the  credits  of  all 
the  lists.  As  the  lists  were  from  4  to  8  words  inclusive,  the 
maximum  score  was  obviously  66.  The  observations  were 
repeated  by  using  Pyle's  "additional  lists  of  words."  The 
score  of  the  subject  was  expressed  as  the  average  of  the 
two.    (Table  2.) 

Visual-Motor  Memory  Span.  a.  Knox  Cube  Test  (5). 
The  test  was  given  in  the  usual  fashion  and  needs  no 
further  description.  In  indicating  the  score  an  "  x  "  means 
failure  to  complete  the  test  in  five  trials,  and  "  ^  "  that  it 
was  successfully  completed.  The  number  immediately 
following  gi^s  the  number  of  trials  required  by  the  indi- 
vidual to  get  movement.  Tests  were  repeated  with  12 
normal  subjects  to  get  an  adult  norm.    (Table  3- A.) 

b.  Modified  Cube  Test.*  This  is  similar  to  the  Knox 
test.  It  consists  of  the  experimenter  touching  four  or  five 
cubes  in  a  definite  order  and  having  subject  imitate  him 
immediately  after  the  movement  has  been  completed.  Here, 
however,  instead  of  a  single  movement  for  which  five  trials 
may  be  allowed,  several  different  movements  are  shown  and 
subject  is  allowed  only  one  trial  for  each.  Six  movements 
were  made  with  four  cubes,  four  with  five  cubes. 

The  following  six  selected  movements  were  made  with 
four  cubes,  the  number  indicating  the  different  cubes: 


First 

1-4 

-  2-3 

Fourth 

4-2  —  3-1 

Second 

1-3 

—  2-4 

Fifth 

3-2  —  4-1 

Third 

1-3 

—  2-4 

Sixth 

2-4  — 1-3 

And  the  following  with  five  cubes: 

First       1-4-5  —  2-3  Fourth    4-3-5  —  2-1 

Second   2-4-1  —  3-5  Third      5-1-3  —  4-2 

*For  this  test  experimenter  is  indebted  to  Dr.  E.  H.  Mullan,  Assistant  Sur- 
geon, United  States  Public  Health  Service,  who  has  used  it  in  the  mental 
examination  of  arriving  immigrants;  also  in  mental  tests  of  school  children. 

Oct.— 1917— b 
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The  movements  are  somewhat  faster  than  in  the  Knox  test 
but  midway  (indicated  by  wider  spaces  between  numbers), 
a  slight  pause  of  one  to  two  seconds  is  allowed.  Move- 
ments are  either  right  or  wrong,  and  the  score  indicated  the 
number  correctly  made.  (Table  3  B.)  The  tests  were 
repeated  with  twelve  normal  subjects  to  get  an  adult 
norm. 

Formation  of  Preformed  and  New-formed  Associates.  As 
stated  before,  the  experiments  that  are  now  to  be  described 
occupied  most  of  the  writer's  time  and  supplied  the  critical 
data  upon  which  are  based  the  conclusion.  Lists  of  paired 
associates  of  two  kinds  were  prepared.  One,  in  which  the 
two  paired  words  stood  in  some  simple  logical  relation  and 
had  been  strongly  established  through  frequency  of  previous 
association,  e.  g.  come-go,  north-south,  lead-pencil,  metal- 
iron,  country-France,  etc.  Because  of  the  previous  estab- 
lishment of  this  close  association  the  paired  numbers  were 
termed  "preformed  associates."  In  the  other  set  of  paired 
associates  the  two  words  were  so  selected  that  they  were  in 
no  way  likely  to  have  been  previously  associated  or  used 
together.  As  far  as  the  experimenter  could  see  they  were 
entirely  unrelated.  Thus  the  word  pairs  sailor-aloud, 
crush-dark,  jury-eagle,  etc.  In  contradistinction  to  the 
others,  these  were  termed  " new-formed  associates."*  Of 
the  preformed  associates  two  kinds  might  be  distinguished: 
Those  which  had  been  so  frequently  associated  as  to  have 
become  almost  habitual,  e.  g.,  north-south,  come-go,  and 
those  which,  while  still  closely  associated,  were  not  so 
strongly  connected,  e.  g.,  metal-iron,  cabbage-vegetable, 
etc.  In  the  former,  when  the  first  word  was  given  it  was 
likely  to  suggest  its  associate;  in  the  latter,  the  first  word 
was  as  likely  to  call  up  another  related  associate. 

Experimenter  began  by  using  lists  of  ten  pairs  of  words, 
two  lists  of  "preformed  associates,"  one  of  "new-formed 
associates."  The  following  were  the  paired  associates 
employed: 

*  Most  of  the  new-formed  associates  were  taken  from  unpublished  lists  of  Prof. 
R.  S.  Woodworth  or  with  some  modifications  derived  from  them.  The  writer 
wishes  to  express  his  thanks  to  Prof.  Woodworth  for  permitting  him  to  use 
them. 
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Preformed 


New 


Set  I 


Set  II 


Set  III 


Metal — iron 
come — go 


baby — cries 
rose — flower 
north — south 
lead — pencil 
up — down 


fruit — apple 
murder — crime 
lock — door 


eagle — bird 
dog — barks 
insect — fly 
night — clay 
knife — sharp 
long — short 
pint — quart 
in — out 


crush — dark 
school — grocery 
cabbage— doll 
in — although 
jury — eagle 
obey — inch 
faraway — unlikely 
necktie — cracker 
sailor — aloud 
dig— guilty 


cabbage — vegetable 
country — France 


Before  experiment  was  begun  subject  was  given  the 
following  instructions:  The  experimenter  was  going  to 
read  to  him  ten  pairs  of  words.  He  must  listen  carefully  to 
these  ten  pairs,  and  remember  the  first  word  of  each  pair  in 
connection  with  the  second.  After  the  list  of  ten  pairs  had 
been  read  through  the  experimenter  would  take  a  little  rest 
and  then  read  the  first  word  of  each  pair,  and  he  (subject) 
must  give  him  the  second  word.  If  he  gave  the  correct 
associate  the  experimenter  would  say  "  that's  right "  and 
continue,  but  if  subject  did  not  remember  the  word,  the 
experimenter  would  supply  it.  If  he  should  happen  to  give 
the  wrong  word,  the  experimenter  would  say  "no"  and 
then  give  him  the  right  word. 

The  pairs  of  words  were  read  at  the  rate  of  one  per  second 
and  with  accentuated  articulation  to  avoid  false  apprehen- 
sion. Between  repetitions  3u"  were  allowed  and  3"  between 
the  reading  of  successive  pairs,  in  which  subject  could 
respond  with  correct  associate.  Tests  with  each  of  the  ten 
paired-associates  lists  were  continued  until  the  subject 
linked  all  the  associates  correctly  or  until  20  trials  had  been 
gone  through. 

In  the  ten  paired- associates  lists  the  time  interval  between 
successive  presentation  of  anyone  pair,  i.  e.,  between  read- 
ing and  testing,  was  obviously  seventy  seconds  (10"  for 
reading,  30*  (10  X  3)  for  time  allowed  subject  in  which  to 
respond,  +  30",  the  rest  period  between  successive  trials). 
As  will  be  seen  from  the  results,  the  subjects  early  revealed 
their  inability  to  form  new  associations  with  lists  of  ten 
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pairs.  It  was  therefore  of  interest  to  see  whether  reducing 
the  length  of  the  series  or  the  time  between  repetitions,  i.e., 
successive  trials,  had  any  effect  upon  the  number  of  associ- 
ates retained,  and  if  any,  to  what  extent.  Two  lists  of 
unrelated  associates  were  prepared.  With  one,  the  time  of 
successive  repetitions  was  the  same,  i.  e.  30";  with  the  other, 
new  trials  were  begun  immediately.  The  tests  with  the 
lists  of  five  paired  associates  thus  attempted  to  bring  out  the 
effect  of  frequency  of  repetition  and  quantity  of  material 
upon  the  formation  of  new  associations. 

Complete  records  were  kept  of  every  response  which  the 
subject  made,  the  experimenter  taking  down  verbatim  the 
reactions  of  each  subject.  Analysis  of  the  tests  is  to  be 
found  in  Tables  5,  6,  7  and  8.  The  results  are  epitomized 
in  Tables  9  and  10. 

To  establish  standards  for  comparison  the  lists  of  ten 
pairs  of  "preformed"  and  "new"  associates  were  used 
with  twelve  normal  adult  individuals  (men  and  women  22 
to  46  years  old),  graduate  students  in  Psychology.  The  tests 
were  made  as  class  experiments  and  each  subject  kept  his 
own  record.  Precautions  were  taken  against  the  common 
errors  entailed  by  such  procedure  by  informing  the  subjects 
the  purpose  of  the  experiment  and  by  requiring  that  a 
separate  sheet  of  paper  or  different  sides  of  the  same  be  used 
for  each  trial.  The  results  are  analyzed  similarly  to  those 
obtained  from  the  Korsakoff  subjects  in  Tables  11  and  12 
and  epitomized  in  Table  13. 

Curve  of  Forgetting:  The  aim  here  was  to  find  how  fast 
a  single  impression  produced  by  a  single  presentation  and 
repetition  of  a  stimulous  was  forgotten.  Simple  material  of 
uniform  difficulty  was  here  essential.  Digits  and  colors 
were  chosen  because  they  seemed  to  answer  the  purpose 
admirably. 

Series  of  digits  somewhat  shorter  than  the  subject's 
memory  span  were  spoken  by  the  experimenter;  the  subject 
was  required  to  repeat  them  immediately  (this  insured 
correct  apprehension).  After  intervals  of  15",  30",  l',  3' 
and  10'  reproduction  of  the  last  series  repeated  was  called 
for.    Twelve  observations  were  made  for  the  intervals  15", 
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30",  l'  and  3',  and  six  observations  for  the  10  interval.  A 
different  series  of  digits  was,  of  course,  used  for  each  obser- 
vation. A  great  difficulty  attending  the  test  was  keeping1 
the  subject  from  studying  once  he  apprehended  the  purpose. 
Such  studying  was  usually  prevented  by  engaging  the 
subject  in  a  conversation,  asking  him  to  read  aloud  or 
otherwise  distracting  him. 

The  procedure  with  colors  was  similar.  A  color  was 
shown  and  the  subject  was  asked  to  name  it.  After  a  defi- 
nite interval  he  was  asked  to  state  the  color  last  shown  him. 
It  is  to  be  observed  that  a  subject's  inability  to  recognize 
or  name  a  color  correctly  which  was  presented  was  no 
source  of  error  as  it  made  little  difference  whether  he  called 
red  green  or  red,  if  the  experimenter  accepted  the  name 
given.  It  did,  however,  restrict  the  number  of  colors  that 
could  be  used  as  stimuli.  Subject  B,  *  who  was  color  blind, 
was  thus  able  to  recognize  only  three  colors,  green,  blue 
and  yellow.  Four  colors  were  used  with  Y,  red,  green, 
yellow,  blue. 

Experimenter  was  further  interested  to  see  how  fast  the 
connection  was  lost  between  two  unrelated  associates, 
established  through  a  single  repetition.  A  curve  thus 
obtained  could  be  compared  with  the  above  curve  of  for- 
getting for  short  intervals.  It  would  further  throw  light 
upon  the  question  to  what  extent,  if  any,  a  single  presenta- 
tion of  two  newly  related  and  not  particularly  striking  facts 
ordinarily  sufficed  to  associate  them.  Unrelated  paired 
associates  like  those  employed  in  testing  the  formation  of 
"new"  associations  were  used.  A  pair  of  associates  was 
read  and  the  subject  was  required  to  repeat  the  two  imme- 
diately to  ensure  that  the  pair  had  been  correctly  perceived. 
After  definite  intervals  the  first  member  of  the  pair  was 
given  and  the  subject  was  required  to  supply  its  associate. 
The  intervals  selected  were  15",  30*,  l'  and  3  .  Twelve 
observations  were  made  for  all  except  the  3  interval,  for 
which  six  were  made. 

III.  A?ia!ysis  of  Errors  :  A  general  analysis  was  made 
of  the  errors  that  were  committed  by  each  subject  in  the 
tests  on  a  formation  of  "new"  associations.    The  quanti- 

*  Hereafter  subjects  will  be  indicated  by  their  Case  letters. 
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tative  study  consisted  of  classifying  the  errors  into  "omis- 
sions," i.e.,  failure  of  reproduction  (Om)  and  "false 
reproductions"  (f),  the  calculation  of  the  per  cent  of 
omission  to  "  false  reproductions  "  and  the  relative  propor- 
tion of  each  to  the  total  number  of  errors;  also  the  distribu- 
tion of  "omissions"  and  "false  reproductions"  in  relation 
to  the  increase  in  the  number  of  trials.  The  same  was 
done  with  the  errors  of  the  twelve  subjects  from  whose 
records  an  adult  norm  was  established  for  the  formation  of 
"new"  and  "preformed"  associates.  The  rusults  are 
given  in  Tables  14,  15,  16,  17. 

The  qualitative  study  consisted  in  the  further  analysis 
of  the  "false  reproduction  "  errors,  on  the  basis  of  the 
nature  of  the  associations  involved  (i.  e.,  individual  asso- 
ciations, miss  associations,  perseverated  associations)  and 
the  relation  of  these  to  the  phenomena  of  perseveration. 
These  will  be  considered  at  length  when  the  analysis  of 
the  "errors"  is  discussed  under  Results.  Tables  17a, 
b,  c  and  d  are  the  actual  records  of  the  subjects  B,  X  and 
Y  in  the  tests  on  the  formation  of  "new  "  and  "pre- 
formed" associates,  and  give  all  the  responses  made  to 
each  of  the  stimulus  associates  in  a  complete  test  (i.  e., 
through  all  the  twenty  or  requisite  number  of  trials).  They 
may  give  a  clearer  idea  of  the  basis  for  the  writer's  inter- 
pretation of  the  retention  defect  in  Korsakoff  psychosis. 
Table  17e  gives  a  similar  record  for  a  normal  subject. 
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Results. 

Memory  for  Serial  Impressions. 
Table  I.  Table  2. 


Memory  Span  for  Digits 


Memory  Span  for  Words 


Subject 

Subject 

A 
B 
X 
Y 
Z 
P 

6.0 
6.3 
7.0 
4  7 
6.0 
4.3 

A 
B 
X 
Y 
Z 
P 

46 
47 
c5 
45 
33 

Normal  Adults  * 

Normal  Adults  * 

Sex 

No. 

Av. 

P.  E. 

Sex 

Av. 

Av. 
Dev. 

Men  

266 
42 

7.6 
7.3 

0.4 
0.5 

Men  

44.5 
47.6 

6.6 
7.7 

The  auditory  memory  span  for  all  the  Korsakoff's  except 
Y,  considering  that  the  range  of  years  was  between  forty 
and  fifty,  is  practically  normal.  It  is  to  be  noted  that  the 
perfoimance  of  the  general  paretic  P,  is  even  poorer  than 
that  of  Y. 


•Taken  from  Whipple's  Manual  of  Mental  Tests  (Complex  Processes).  The 
experiments  were  make  by  Wissler  for  college  freshmen. 
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Tabi^e  3. 


A 

B 

Knox  Cube  Test 

Modified  Cube  Test 

Subject 

4  —  Cubes 

5  —  Cubes 

A 

X 

A 

6 

4 

B 

X 

B 

6 

3 

X 

X 

X 

6 

4 

Y 

X 

Y 

3 

0 

Z 

l/2 

Z 

6 

3 

P 

X 

P 

4 

1 

4 

—  Cubes 

5 

—  Cubes 

Normal  Adults 

No. 

Med. 

P.  E.* 

No. 

Med. 

P.  E. 

No. 

Med. 

P/.  B. 

12 

l/2 

1 

12 

6 

0 

12 

3 

1 

All  the  Korsakoff  cases  except  Y,  have  normal  visuo- 
motor  memory  spans  as  seen  from  the  modified  cube  test. 
The  failure  of  the  Korsakoffs  in  the  Knox  test  is  due  to  the 
fact  that  the  length  of  the  movement  has  begun  to  exceed 
the  memory  span  of  the  subject.  To  repeat  the  movement 
correctly,  therefore,  required  a  certain  amount  of  learning. 
But  apparently  repetition  of  the  test  had  no  effect  upon  the 
Korsakoff. 


•Calculated  from  the  median. 

"x  "  means  failure  to  complete  the  tests  in  5  trials.  M  y  "  means  that  the  trial 
was  successfully  completed. 
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Table  4. 
Method  of  Retained  Members. 


Related 

Unrelated 

Subjects 

Subjects 

A 

11 

A 

10 

16 

11 

X 

13 

X 

13 

Y 

10 

Y 

9 

Z 

12 

Z 

11 

P 

11 

P 

9 

Normals  ** 

14 

P.  E.  1.0 

13 

P.  E.  1.4 

Formation  of  Associations. 

Distribution  of  Correct  Associates :  Tables  5  to  8  give  the 
distribution  of  correct  associates,  i.  e.,  the  number  of  cor- 
rect associates  for  each  of  the  trials  until  the  test  was  com- 
pleted or  abondoned. 


**  Norseworthy  (7).  Four  lists  of  ten  words  each,  two  of  related  members; 
two  of  unrelated.  Each  list  was  read  in  1 ".  Score  in  terms  of  number  of  words 
out  of  20  reproduced  correctly  irrespective  of  order. 
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Summary  of  Subjects'  Performances :  The  following 
tables  give  the  per  cent  of  correct  associates  retained  by 
subjects  with  increasing  number  of  trials.  Only  trials  1,  3, 
6,  10  and  20  are  given,  but  as  they  are  typical  of  the  suc- 
cessive intervals  of  the  test,  they  will  show  the  effect  of 
repetition  upon  the  number  of  associates  retained. 


Table  9a. 
New  Associates. 
(Ten  paired  associates.    Interval  between  trials  30".) 


Subject 

T3 

T6 

T  10 

T20  . .  , 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

A 

0 

0 

0 

0 

0 

B 

0 

10 

10 

10 

20 

X 

0 

0 

0 

0 

0 

Y 

0 

0 

0 

0 

0 

Z 

0 

0 

0 

0 

0 

Av.  for  5  Kors. 

0 

2 

2 

2 

4 

P 

0 

0 

0 

40 

70 

Table  9b. 
New  Associates. 
(Five  paired  associates.    Interval  between  trials  30".) 


Subject 

Tl   

T3  

T6   

T10. 

T20  

Per  cent 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

B 

0 

0 

0 

10 

0 

X 

0 

0 

0 

0 

0 

Y 

0 

0 

0 

0 

0 

Av.  for  3  Kors. 

0 

0 

0 

3 

0 
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Table  9c. 
New  Associates. 
(Five  paired  associates.    No  interval  between  trials.) , 


Subject 

Tl 

T3 

T6 

TlO  

T20 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

B 

20 

0 

0 

0 

0 

X 

20 

10 

10 

10 

10 

Y 

10 

10 

10 

10 

0 

Av.  for  3  Kors. 

16.7 

6.7 

6.7 

6.7 

6.7 

Table  10a. 
Preformed  Associates.    Set  I. 
(Ten  paired  associates.    Interval  between  trials  30".) 


Subject 

Tl.... 

T3 

T6  ... 

T  10   

T  '20  .... 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

A 

30 

60 

60 

60 

100 

B 

30 

80 

80 

100 

X 

30 

50 

80 

90 

90 

Y 

30 

50 

80 

60 

70 

Z 

30 

50 

50 

50 

60 

Av.  for  5  Kors. 

30 

58 

70 

72 

82 

P 

80 

90 

100 
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Table  10b. 
Preformed  Associates.    Set  II. 
(Ten  paired  associates.    Interval  between  trials  30".) 


•Subject 

T  1  

T3  

T6 

T 10  

T20  

Per  cent 

Per  cent 

Per  cent 

Per  cent 

Per  cent 

A 

50 

60 

70 

80 

70 

B 

70 

80 

90 

90 

90 

X 

70 

60 

70 

80 

90 

Y 

50 

50 

60 

60 

70 

Av.  for  4  Kors. 

60 

62 

72.5 

77.5 

80 

P 

100 

Formation  of  Associations  in  Normal  Subjects. 
A.    Distribution  oj  Associates. 
Table  11.  Table  12. 


Preformed  Associates 

New  Associates 

Set  1 

Set  2 

Subject 

Tl 

T2 

Tl 

T2 

Subject 

Tl 

T2 

T3 

T4 

T5 

T6 

a 

9 

10 

10 

a 

4 

6 

8 

10 

b 

10 

10 

b 

4 

8 

7 

8 

8 

10 

c 

10 

10 

c 

5 

8 

10 

d 

10 

10 

d 

5 

8 

9 

9 

10 

e 

9 

10 

10 

e 

5 

7 

8 

9 

10 

f 

9 

10 

9 

10 

f 

1 

3 

7 

9 

10 

S 

10 

7 

10 

S 

8 

10 

h 

10 

10 

h 

10 

j 

10 

10 

3 

7 

6 

8 

10 

k 

10 

10 

k 

9 

10 

1 

10 

10 

1 

7 

9 

10 

m 

10 

10 

m 

8 

9 

10 
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Table  11  shows  that  three-quarters  of  all  the  normals 
were  able  to  reproduce  "preformed"  associates  after  one 
reading'  (trial)  and  all  of  them  after  two.  From  Table  12 
it  is  apparent  that  normal  adult  subjects  required  from  two 
to  five  trials  to  establish  ten  new  associations  with  a  maxi- 
mum of  6,  a  median  of  4  and  a  P.  IX.  of  3 . 

B.  Summary  of  Records  of  Noi'mal  Subjects  for  the 
Formation  of  Associations :  The  following  table  gives  the 
per  cent  or  correct  associates  (average  of  twelve  subjects) 
at  the  successive  trials  until  the  ten  paired  associates  had 
been  learned. 

Table  13. 


Formation  of  New  and  Preformed  Associates  {Summary.) 


Average  per  cent  of  correct 
associates  in  each  trial. 

Tl 

T2 

T3 

T4 

T5 

T6 

97.5 
60.2 

100 
78.2 

89.9 

96.3 

98.3 

100 

IV.    Analysis  of  Errors. 
Distribution  of  Errors  in  the  Formation  of  New  Associations. 
Table  14. 


Subject 

Tl..  ,. 

T3 

T6  

T10  

T20,  ... 

A 

7om3  f 

9oml  f 

9om  If 

4om5f 

4om5f 

B 

9  om  1  f 

6om3f 

lom8f 

3om6f 

3om6f 

X 

4  om  6f 

lom9f 

2om8f 

1  om9f 

lom9f 

Y 

6om4f 

5  om  5  f 

4om6f 

5  om  5f 

5om5f 

Z 

4om6f 

lom9f 

4  om  6  f 

2om8f 

3om7f 

Average  for  all 

Korsakoffs 

6om4f 

4.4om 
5.2  f 

4om5 
5.2  f 

3.4om 
6.4  f 

3.1  om 
6.4  f 

P 

8om2  f 

9omlf 

9om 

4  om  1  f 

3  om 

om  =  Omissions  or  failure  of  reproduction, 
f  =  False  recognitions. 
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Distribution  of  Errors  in  Normal  Subjects. 
Table  15. 


Average  for  12 

Subjects 

T  1  

T2.... 

T8.... 

T4.... 

T5.... 

T6.... 

om 

3 . 

75 

2.5 

2.0 

1.3 

1.6 

f 

0. 

16 

0  10 

0.0 

0.0 

0.0 

Table  16. 
Quantitative  Summary  of  Errors. 


Subject 

Av. 
No.  of 

om 
per  T 

Av. 
No.  of 
f 

per  T 

Rel.of 
om  to 
f 

f/om 

%  of  om 
in  1st 
3T 

%  of  om 
in  last 
3  T 

*of  f 
in  1st 
3T 

)Cof  f 
in  last 
3T 

3.35 

6.2 

185* 

50.7 

26.7 

46.7 

64.0 

1  G.  P.  

5.7 

1.0 

17% 

86.7 

3.0 

1.7 

0.7 

1st  T) 

(last  T) 

(IstT) 

(last  T) 

1.4E* 

0.09 

ox% 

3.9 

.25 

.15 

0 

Qualitative  Analysis  of  Errors.  Tables  17a,  17b,  17c 
and  17d  give  the  actual  records  of  subjects  B,  X  and  Y, 
showing  all  the  responses  to  each  of  the  stimulous  asso- 
ciates in  a  complete  test,  i.  e.,  through  all  the  twenty  or 
required  number  of  trials.  Table  17e  gives  a  similar  record 
for  a  normal  subject. 


Oct.— 1917— c 


436 


U  bo 

£  §3 
•1:  -£5 
5:  rtla 


^    B   ~  B 


to 


o  o 


5  > 

2  *  5 

S  n  2 

n  9.  « 


x  V 


bo 


■2  o 


c3  C 


I 

o  ««  c 
to    t-  oo 


.2  I 


bo 
o  I 
bo 


437 


438 


i 


be 

O  <J 


73  O 


T9 

bread 
boy 

vegetable 

out 

time 

order 

near 

work 
in 

T8 

bread 

vegetable 

out 

time 

order 

near 

X 

ship 
out 

e 

bread 

X 

vegetable 

out 

time 

order 

near 

X 

ship 

although 

T6 

bread 

X 

vegetable 

out 
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order 

near 

X 

ship 

X 

T5 

bread 

X 

vegetable 

out 

time 

order 

near 

ship 

out  and  in 

T4 

bread 
boy 

vegetable 

out 

time 

order 

near 

X 

ship 
out 

T3 

X 

boy 

vegetable 

out 

time 

order 

near 

X 

ship 
in 

boy 
boy 

vegetable 
out 

X 

order 
near 

X 

ship 
out 

Tl 

«a 

«                      u  a 

>      O                    C             in  O 

1 1 

•G  o 

1/3  O 

3  Xi 


o 
c 

7 


*  2 
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bread 
time 

vegetable 

out 

time 

order 

near 

X 

ship, 
in 

T19 

bread 
girl 

vegetable 

out 

time 

order 

near 

X 

ship, 
time 

in,  out 

T18 

bread 

X 

vegetable 

out 

time 

order 

near 

X 

ship 
in,  out 

T17 

bread 
girl 

vegetable 

out 

time 

order 

near 

X 

ship, 
time 

in,  out 

T16 

bread 
girl 

vegetable 

out 

time 

order 

near 

ship 
in,  out 

girl 

vegetable 

out 

time 

order 

near 

X 

ship 
in, out 

T14 

bread 
girl 

vegetable 

out 

time 

order 

near 

X 

time 
in,  out 

h 

bread 
girl 

vegetable 

out 

time 

order 

near 

X 

ship 
in,  out 

T12 

bread 

X 

vegetable 

out 

time 

order 

near 

X 

X 

in,  out 
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bread 

X 
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out 

time 

order 
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X 

ship 
in,  out 

s  2  5 
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Record  of  Normal  Subject. 
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T5 
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✓ 

✓ 
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✓ 
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V 

V 
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X 

inch 

✓ 

V 

V 

V 

4 

✓ 

V 

✓ 

V 

V 

V 

5 

✓ 

V 

✓ 

V 

V 

V 

6 

V 

V 

X 

X 

X 

V 

7 

faraway — unlikely  

X 

V 

✓ 

✓ 

V 

V 
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V 

allow 

V 

V 

V 

V 

9 

X 

✓ 

V 

V 

V 

V 

10 

X 

X 

V 

X 

V 

V 

x  =  no  reaction. 

V    correct  reaction. 


Examination  of  the  errors  shows  that  in  general  they  are 
of  two  kinds:  I.  Errors  of  omission.  II.  Errors  of  com- 
mission. Errors  of  omission,  as  implied,  designate  cases 
where  there  was  a  failure  of  reproductive  association,  and, 
as  they  were  characterized  by  absence  of  responses,  require 
no  further  explanation.  Errors  of  commission  are  what 
have  been  previously  designated  false  associations.  Three 
types  may  be  distinguished: 

1.  Individual,  new  associations,  in  which  the  first  member 
of  a  given  pair  was  coupled  with  an  incorrect  (false)  new 
associate — usually  standing  in  some  simple  logical  relation, 
e.  g.  crush — bread,  faraway — near,  in — out,  obey — com- 
mand, dig — trenches,  etc.  (The  correct  pairs  were  crush — 
dark,  faraway — unlikely,  in — although,  obey — inch,  dig — 
guilty).  Usually  any  such  new  association  elicited  from  a 
Korsakoff  was  perseverated  through  the  test.  Sometimes 
two  or  three  new  associates  were  linked  with  the  same 
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stimulus,  e.  g.  to  jury  Y  responded  at  different  trials  with 
guilty,  judge  and  verdict.  (Correct  association  was  jury 
— eagle) . 

2.  Mis- associations  in  which  the  incorrect  associate  was  a 
word  occurring  in  the  given  list  but  as  an  associate  of  some 
other  member,  e.  g.  school — allow,  faraway — although. 
The  words  allow  and  although  occur  in  the  given  list,  but 
as  associates  of  different  members.  Thus  although  is  asso- 
ciated with  in  and  allow  with  sailor.  These  errors  are 
comparable  to  what  Brodmann  (l)  termed  "  Reihenrichtige 
falsche  Fehler  "  in  his  study  of  errors  made  by  Korsakoffs 
in  learning  lists  of  non  sense  syllables. 

3.  Finally  there  were  perseverations  of  associations  en- 
countered in  previous  lists,  e.  g.  cabbage — vegetable.  Cab- 
bage—vegetable had  been  presented  as  a  pair  of  associates 
in  Set  II  (Preformed  Associates).  In  Set  III  (New  Asso- 
ciates) cabbage  was  paired  with  doll,  but  subject  Y  who 
was  unable  to  acquire  the  new  association  perseverated  the 
old.  A  similar  sort  of  perseveration  was  found  by  both 
Brodmann  and  Grcgor,  but  to  a  much  more  extensive 
degree,  in  the  learning  of  lists  of  words.  A  subject  in 
reproducing  a  new  list  frequently  added  or  substituted  words 
from  lists  which  had  been  learned  a  day  or  two  before. 
Experimenter  verified  this  with  his  own  subjects.  It  is  to 
be  observed  in  passing  that  the  subject  was  unaware  of  his 
substitution,  and  when  his  attention  was  called  to  the  error 
would  assert,  and  oft  with  conviction,  that  the  word  in 
question  had  been  presented  to  him  at  that  very  sitting.  In 
the  learning  of  lists  of  words  Grcgor  and  Brodmann  further 
observed  a  tendency  to  make  false  combinations  of  words 
(  YVortmengung).  This  was  even  more  common  in  the  case 
of  learning  lists  of  nonsense  syllables  (Mischbildung). 

Reviewing  the  analysis  of  errors,  several  tendencies  of 
reproduction  and  recall  obtain  in  the  Korsakoff  contrary  to 
what  is  to  be  observed  in  normals.  First  there  is  the  pre- 
ponderance of  false  associations  over  failure  to  recall 
(omissions),  both  relatively  and  absolutely.  Thus,  whereas 
in  our  normal  subject  we  found  an  average  number  of  1.45 
omissions  per  trial  and  only  .09  of  false  reproductions,  in 
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the  Korsakoff  patient  3.35  omissions  per  trial  and  6.20  false 
reproductions,  the  ratio  of  false  reproductions  to  omissions 
(f/om)  in  the  Korsakoff  being  185  per  cent  but  in  normals 
6  per  cent.  It  is  further  to  be  observed  that  the  false  asso- 
ciation have  increased  at  the  expense  of  the  omissions,  a 
result  which  Brodmann  found  similarly  characteristic  of  the 
Hohestadium  in  Korsakoff's  psychosis,  but  as  the  cases 
improved  there  was  a  falling  off  of  false  associates  as 
compared  with  the  number  of  omissions.  In  my  subjects, 
however,  the  number  of  false  associations  was  always  abso- 
lutely greater  than  the  number  of  omissions.  In  my  own 
results  too  the  number  of  false  associations  increased  rela- 
tively with  the  increase  in  the  number  of  repetitions.  Thus 
the  average  per  cent  of  omissions  in  the  first  three  trials  was 
50.7;  in  the  last  three,  26.7,  but  in  the  case  of  false  repro- 
ductions 46.7  per  cent  in  the  first  three  trials  and  64  per 
cent  in  the  last  three.  This  is  indeed  very  highly  signifi- 
cant as  the  normal  tendency  was  just  the  reverse. 

Summary  of  Results  and  Conclusions. 

All  the  Korsakoff  subjects  but  one  showed  a  normal 
memory  span,  and  the  memory  span  of  that  one  (Y)  was 
better  than  that  of  the  general  paresis  patient.  This  for 
digits,  unrelated  concrete  words  and  following  simple 
movements  (modified  Cube  Test).  When  the  memory  span 
was  exceeded  the  amount  of  material  that  was  reproduced 
was  less  than  what  could  be  expected  of  normals. 

The  Korsakoff  cases  showed  a  marked  disturbance  in  the 
formation  of  new  associations. 

a.  They  were  able  to  reproduce  habitually  preformed 
associations  almost  as  readily  as  normal  individuals,  but  as 
these  became  less  of  an  habitual  sort  the  associations  were 
less  readily  reproduced.  This  was  shown  in  the  tests  on 
preformed  associates. 

b.  Korsakorfs  were  almost  wholly  unable  to  form  new 
associations.  This  was  shown  by  the  tests  on  the  formation 
of  new  associations.  Whereas  normal  individuals  could 
learn  to  associate  ten  pairs  of  unrelated  words  in  from  three 
to  five  trials  (median  4,  P.  E.  1)  none  of  the  Korsakoffs 
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was  ab!e  to  get  more  than  two  tm  twenty  trials  and  four  of 
the  five  KorsakotTs  could  not  get  any. 

Increasing  the  number  of  repetitions  had  very  slight  or 
almost  no  effect  upon  increasing  the  number  of  new  asso- 
ciations to  be  formed. 

Reducing  the  amount  of  material  (from  ten  to  five  pairs 
of  associates*  had  no  perceptible  effect  upon  increasing  the 
number  of  associates  retained  except  in  so  far  as  it  reduced 
the  time  interval  between  repetitions. 

Reducing  the  time  interval  (from  30'  to  no  interval 
between  successive  repetitions^  had  only  a  slight  erlect 
upon  increasing  the  number  of  associates  retained.  This 
was  due  to  the  fact  that  the  time  interval  between  rehears- 
ing of  any  one  pair  was  still  too  great.  (In  a  list  of  five 
pairs  it  was  still  20*). 

New  unassociated  impressions  produced  by  a  single  pres- 
entation of  a  stimulus  were  rapidly  forgotten.  A  curve  of 
forgetting  produced  by  using  digits  and  colored  stimuli 
follows  the  curve  of  Ebbinghaus,  except  that  it  ap- 
proaches abscissa  very  rapidly  and  cuts  it  almost  after  three 
seconds.  A  similar  curve  produced  by  using  unrelated 
paired  associates  resulted  in  a  curve  even  more  steep,  with 
one  subject  cutting  the  abscissa  after  one  minute. 

An  analysis  of  the  errors  showed  a  preponderance  of  false 
associations  over  failure  to  recall  associates,  a  condition 
which  contrasted  very  strikingly  with  that  found  in  normal 
subjects. 

There  was  a  marked  tendency  to  perseverate  any  false 
associations  once  made.  Such  false  associations  were  not 
diminished  through  correction,  but  rather  increased,  at 
least  relatively,  with  the  number  of  repetitions. 

These  results  lead  the  writer  to  the  conclusion  that  the 
Prime  cause  of  the  retention  defect  in  Korsakoff  psychosis  is 
the  patient's  inability  to  form  new  associations. 

PSYCHOPATHOLOGY. 

That  the  memory  defect  is  in  some  way  dependent  upon 
the  disturbances  of  association  was  already  concluded  by 
both  Brodrnann  and  Gregor  (1,  3,  4),  but  theirs  was  a  more 
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general  conclusion  arrived  at  indirectly  from  learning  ex- 
periments. Their  prime  point,  however,  was  still  that  the 
retention  defect  was  due  to  an  obliteration  of  associations 
formed.  More  direct  evidence  bearing  on  the  association 
disturbance  in  the  Korsakoff  was  that  of  Prager  (10), 
whose  free  association  experiments  have  already  been 
referred  to  (page  408).  His  method  was  to  present  his  lists 
of  stimulus  words — 25  at  a  time  to  avoid  fatigue,  and  after 
getting  the  subject's  reaction,  immediately  to  repeat  the  test. 
He  then  compared  the  reaction  to  the  first  presentation  of  a 
stimulus  word  with  that  of  the  second,  and  then  calculated 
the  per  cent  of  cases  in  which  the  two  reactions  were  differ- 
ent. The  results  were  most  striking.  In  the  case  of  one 
subject,  when  the  test  was  repeated,  86  per  cent  of  the  total 
response  words  were  different  from  the  reactions  to  the  same 
stimulus  words  in  the  first  test.  Allowing  9  per  cent  for 
words  which  were  somehow  related  to  the  idea  contained  in 
the  first  response  word  77  per  cent  of  the  second  set  of  re- 
actions were  absolutely  different  associations.  With  the 
other  patient  the  repetition  of  the  test  elicited  53  per  cent  of 
absolutely  different  associations.  The  only  place  where  we 
get  any  such  results  is  in  giving  the  free  association  tests  to 
dementia  pnecox  patients;  but  the  failure  to  remember 
previous  associations  in  this  psychosis  is  due  to  inner  dis- 
traction combined  with  emotionally  accentuated  disturb- 
ances which  lead  to  failure  to  form  associations.  In  the 
Korsakoff  we  have  no  such  complexes  and  self  absorption 
which  distract  the  patient,  though  a  defect  of  attention 
might  operate.  It  appears  that  in  the  Korsakoff  the  failure 
of  association  is  more  likely  due  to  an  inability  to  combine 
permanently  two  associates.  From  the  etiology  of  the 
psychosis  we  may  suppose  that  the  cause  is  probably  phys- 
iological. 

Whatever  the  change  in  the  brain,  the  general  effect  seems 
to  be  not  so  much  an  obliteration  of  old  as  a  resistance  to 
the  formation  of  new  associations — a  conclusion  which  was 
supported  in  the  case  of  all  the  Korsakoff  subjects,  as  will 
be  seen  from  a  comparison  of  the  results  obtained  with  the 
different  paired  associates.     Absolutely  preformed  associates 
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such  as  come — go,  north — south,  firmly  established  by  habit, 
were  reproduced  by  the  Korsakoff  practically  as  easily  as  by 
a  normal;  associates  as  country — France,  cabbage — vege- 
table, which  had  not  been  necessarily  so  strongly  established, 
might  be  acquired,  but  with  difficulty;  words  which  in  all 
probability  had  never  been  associated  before,  as  crush — 
dark,  jury — eagle,  sailor — allow,  could  hardly  be  estab- 
lished at  all,  or  if  they  were,  required  increased  number  of 
repetitions,  a  fact  which  in  ordinary  experience  does  not 
occur. 

This  inability  to  form  new  associates  can  account  in  part 
for  many  peculiarities  of  the  Korsakoff's  mental  behavior. 
As  Thorndike  has  pointed  out  (9)  the  kind  of  memorizing 
employed  in  the  learning  of  paired  associates  occurs  fre- 
quently in  ordinary  life.  It  appears  "in  such  cases  as 
connecting  certain  names  with  certain  objects,  places,  books 
and  the  like,  appropriate  words  of  one  language  with  the 
words  of  another  *  *  *  *  *  connecting  events  with  dates, 
places  or  names,  and  so  through  the  practically  countless 
number  of  cases  where  one  thing  given  should  call  to  mind 
some  other  not  given." 

As  every  new  adaptation  or  novel  situation  requires  at 
least  a  partial  recombination  of  previous  associations  or 
formation  of  new  ones,  it  is  easy  to  see  how  the  Korsakoff's 
inability  to  form  these  new  associations  incapacitates  him 
for  work  other  than  the  ordinary  routine.  The  prodrome  of 
subject  A  (page  408)  offers  an  instructive  illustration.  As 
long  as  he  had  to  do  ordinary  routine  work  as  a  watchman, 
things  he  had  done  for  many  years,  he  got  along  well;  but 
when  the  management  introduced  the  signaling  device — a 
new  piece  of  work,  something  requiring  a  new  sort  of  re- 
sponse and  hence  the  formation  of  new  associations,  he 
failed;  and  the  memory  defect  symptoms  of  the  psychosis, 
which  had  been  insidiously  stealing  upon  him,  became 
apparent. 

The  defective  temporal  localization,  as  well  as  the  ten- 
dency toward  confabulation  and  fabrication  so  characteris- 
tic of  the  Korsakoff  may  likewise  be  explained  in  terms  of 
inability  to  form  new  associations.     Confabulation  has 
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been  considered  in  terms  of  attempts  to  fill  up  gaps  of 
memory,  though  not  deliberately.  The  process  may  be 
something  like  this:  A  stimulus  is  presented  to  the  subject; 
it  may  be  a  word,  or  it  may  be  a  question  as  "  Where  were 
you  yesterday?"  The  association  that  would  ordinarily 
answer  this  can  not  be  called  up.  The  patient  thereupon 
gives  the  first  thing  that  is  recalled,  i.  e.,  the  readiest  asso- 
ciation. He  will  answer  that  he  was  in  a  certain  corner 
saloon  with  such  and  such  a  man  the  night  before  (a  rather 
frequent  answer),  when  as  a  matter  of  fact,  he  was  ill  in  bed. 
It  is  to  be  observed,  however,  that  the  story  of  his  being  in 
the  saloon  is,  of  course,  not  altogether  false.  He  undoubt- 
edly had  been  there  many  times  in  the  past.  A  good  exam- 
ple of  this  is  probably  also  furnished  by  Case  B,  who  when- 
ever he  talked  of  Bellevue  confabulated  a  story  that  he  had 
fallen  on  his  way  to  work,  had  broken  a  rib  and  had  been 
bandaged  up  in  Bellevue.  It  is  very  probable,  however, 
though  it  could  unfortunately  not  be  substantiated  in  this 
case  that  the  patient  actually  had  been  in  Bellevue  at  one 
time  under  such  circumstances.  The  question  "Where 
were  you  yesterday?"  or  the  idea  of  Bellevue  act  as  stimuli 
— as  higher  units  which  call  forth  the  readiest  association — 
in  these  cases  the  saloon  or  broken  rib  at  Bellevue. 

Finally,  the  perseveration  tendency.  Like  confabulation, 
it  results  from  a  tendency  to  fill  up  gaps  of  memory  with 
the  readiest  associates.  Thus  the  subject  is  given  the  pair, 
baby — cries  or  country — France,  or  again,  jury — eagle. 
For  some  reason  or  other,  the  word  baby  has  been  strongly 
associated  with  the  word  carriage,  and  country  with  sau- 
sage, and  jury  with  verdict.  The  subject  finds  it  difficult  to 
form  the  newer  associations;  in  fact  he  does  not  associate  the 
two  new  words  at  all.  The  stimulus  word  is  given.  He 
supplies  the  readiest  associate  that  he  finds.  This,  of 
course,  only  makes  the  association  between  the  words  in 
question  more  firm.  Apparently  the  negative  effect  of  cor- 
rection is  not  strong  enough  to  break  this  connection,  and 
so  his  old  association  persists,  i.  e.,  he  perseverates. 
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A  STATISTICAL  VIEW  OF  MENTAL  DISEASES  IN 
THE  NEW  YORK  STATE  HOSPITALS. 


By  Horatio  M.  Pom,ock,  Ph.  D., 

vStatistician,  State  Hospital  Commission. 

Since  October  1,  1908,  the  New  York  State  Hospital  Com- 
mission has  collected  accurate  statistical  data  concerning 
the  mental  diseases  of  patients  admitted  to  and  discharged 
from  the  hospitals  under  its  jurisdiction.  It  was  not  till 
July  1,  1916,  however,  that  a  complete  census  with  refer- 
ence to  psychoses  of  patients  under  treatment  in  the  several 
State  hospitals  was  taken.  Such  census,  comprising  35,213 
patients,  enables  us  to  take  a  more  comprehensive  view  of 
mental  diseases  in  the  State  than  had  hitherto  been  possible. 

The  classification  of  mental  diseases  used  in  making  the 
census  was  originally  prepared  for  the  New  York  State  hos- 
pitals in  1905  by  Dr.  Adolf  Meyer,  and  later  modified  by 
Doctors  August  Hoch  and  George  H.  Kirby.  It  comprises 
24  principal  groups  of  psychoses  in  addition  to  the  unclassi- 
fied and  not  insane  groups.  For  clinical  purposes  some  of 
the  groups  of  psychoses  are  subdivided  into  types,  but  no 
account  of  such  subdivisions  was  taken  in  the  census  under 
consideration. 

This  study  is  based  on  the  census  as  reported  by  the  thir- 
teen State  hospitals  and  on  the  statistical  data  cards  of 
admissions,  discharges,  and  deaths  submitted  by  the  hospi- 
tals during  the  fiscal  period  of  nine  months  ending  June  30, 
1916.  The  short  fiscal  period  was  due  to  a  law  of  1916 
changing  the  close  of  the  fiscal  year  from  September  30  to 
June  30. 

Distribution  of  Psychoses. 

(Table  1,  page  467.) 

Table  1  shows  the  number  and  per  cent  distribution  of 
psychoses  in  the  several  State  hospitals  on  July  1,  1916.  Of 
the  35,213  patients  under  treatment,  1,347,  or  3.83  per  cent, 
were  seniles;  1,325,  or  3.76  per  cent,  cases  of  general  paral- 
ysis; 1,649,  or  4.68  per  cent,  cases  of  alcoholic  insanity; 
2,408,  or  6.84  per  cent,  cases  of  manic-depressive  insanity; 
1,056,  or  3  per  cent,  cases  of  allied  to  manic-depressive 
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insanity;  18,949,  or  53.81  per  cent,  cases  of  dementia 
prsecox;  1,233,  or  3.5  per  cent,  cases  of  allied  to  dementia 
prsecox;  1,642,  or  4.66  per  cent,  paranoics;  1,262,  or  3.58 
per  cent,  cases  of  epileptic  insanity;  and  1,304,  or  3.7 
per  cent,  cases  of  mental  deficiency  with  psychosis. 
The  remaining  3,038,  or  8.63  per  cent,  were  scattered 
among  the  16  other  groups. 

Sex  Distribution. 

(Table  A,  page  455.) 

Marked  difference  appears  in  sex  distribution  in  the 
various  clinical  groups  remaining  under  treatment.  Some 
of  these  differences  are  explainable,  while  others  are 
obscure. 

The  traumatic  group  comprises  47  males  and  4  females. 
The  fact  that  men  are  engaged  in  hazardous  occupations 
and  indulge  in  alcoholic  liquors  to  a  greater  extent  than 
women  accounts  for  the  preponderance  of  the  former  in  this 
group. 

The  senile  group  includes  445  men  and  902  women. 
This  disparity  is  due  in  part  to  the  preponderance  of 
women  in  the  advanced  age  groups  of  the  general 
population. 

In  the  group  "psychoses  with  cerebral  arteriosclerosis" 
the  male  cases  number  254  and  the  female  197.  Here 
occupation  and  syphilis  may  play  a  part  in  causing  the 
disparity. 

In  the  syphilitic  groups,  "general  paralysis"  and  "psy- 
choses with  cerebral  syphilis, ' '  the  excess  of  males  is  very 
marked.  In  general  paralysis  the  excess  of  males  is  even 
relatively  greater  among  admissions.  It  is  probable  that 
the  sex  distribution  of  paretic  first  admissions  more  nearly 
indicates  the  relative  frequency  of  syphilis  among  the  two 
sexes.  The  longer  hospital  life  of  the  female  paretics  serves 
to  increase  the  proportion  of  females  under  treatment  in  this 
group. 

In  the  group  1 1  psychoses  with  brain  tumor ' '  there  were 
4  men  and  10  women  at  the  time  the  census  was  taken,  but 
during  the  preceding  nine  months  period  12  men  and  2 
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women  had  been  admitted  to  this  group  and  13  men  and  1 
woman  had  died.  The  total  number  under  treatment  during 
the  nine  months  period  was  28,  of  which  16  were  men  and 
12,  women. 

The  alcoholic  group  remaining  under  treatment  comprises 
1,114  men  and  535  women.  As  the  women  in  this  group 
remain  longer  in  the  hospital  than  the  men,  the  excess  of 
men  remaining  in  the  hospital  is  relatively  not  so  great  as 
among  admissions. 

In  the  drug  and  other  toxic  and  the  infective-exhaustive 
ps}^choses  the  women  exceed  the  men,  although  the  numbers 
are  insignificant  compared  with  those  in  the  principal 
psychoses. 

In  the  manic-depressive  and  allied  to  manic-depressive 
groups  there  are  1,180  men  and  2,284  women.  Among  first 
admissions  in  this  group  the  disparity  is  relatively  the  same. 
The  cause  of  the  preponderance  of  females  in  this  group  is 
not  fully  understood. 

The  involutional  group  includes  217  men  and  561  women. 
A  similar  disparity  in  the  numbers  of  the  two  sexes  appears 
in  first  admissions  in  this  group.  The  disparity  is  undoubt- 
edly due  to  the  greater  stress  upon  females  during  the 
involutional  period. 

The  dementia  praecox  and  allied  to  dementia  prsecox 
groups  together  comprise  20,182  patients,  or  57.31  percent 
of  the  total;  of  these  9,340  are  men  and  10,842,  women. 
The  excess  of  women  is  due  to  their  longer  hospital  life,  as 
the  male  first  admissions  in  these  groups  regularly  exceed 
the  female.    The  cause  of  such  excess  is  not  known. 

In  the  group  "paranoic  conditions  and  paranoias  "  there 
are  617  men  and  1,025  women.  A  like  disparity  in  the  two 
sexes  appears  among  the  first  admissions  in  this  group.  No 
satisfactory  explanation  of  the  excess  of  females  in  this 
group  can  be  given. 

In  the  epileptic  group  there  are  601  males  and  661  females. 
Here  again  the  excess  of  females  is  caused  by  their  longer 
hospital  life.  In  the  first  admissions  to  this  group  the  males 
exceed  the  females. 

In  the  group  11  psychoneuroses  "  the  males  under  treat- 
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ment  number  58  and  the  females  92.  A  similar  disparity  is 
noted  in  admissions. 

In  the  group  "psychoses  with  constitutional  inferiority" 
there  are  221  males  and  236  females.  In  the  admissions  of 
this  group  of  1916  there  were  46  males  and  37  females. 

In  the  group  1 1  psychoses  with  mental  deficiency  ' '  there 
are  612  males  and  692  females.  A  similar  excess  of  females 
is  noted  in  the  admissions  of  this  group.  The  reasons  for 
the  disparity  are  not  known. 

In  the  accompanying  tabulation  (Table  A)  a  comparison 
is  made  of  the  per  cent  distribution  of  males  and  females  in 
the  several  groups  of  psychoses  among  patients  in  the  hospi- 
tals as  shown  by  the  census,  and  among  the  first  admissions 
of  1916. 

Table  A.    Distribution   of  Maizes   and  Females  Among  Patient 
Remaining  Under  Treatment  and  First  Admissions  of  1916. 


Psychoses. 


1.  Traumatic  

2.  Senile  

3  With  cerebral  arteriosclerosis. . 

4.  Dementia  paralytica  

5.  With  cerebral  syphilis  

6.  With  Huntington's  chorea  

7.  With  brain  tumor  

8.  With  other  brain  or  nervous  dis- 

eases   

9.  Alcoholic  

10.  Drug  and  otner  toxic  

11.  Infective-exhaustive  

12.  Allied  to  infective-exhaustive.. 

13.  Autotoxic  

14.  Manic-depressive  

15.  Allied  to  manic-depressive  

16.  Involution  melancholia  

17.  Symptomatic  depressions  

18.  Dementia  praecox  

19.  Allied  to  dementia  praecox  

20.  Paranoic  conditions  and  para- 

noias  .... 

21.  Epileptic  

22.  Psychoneuroses  

23.  Constitutional  inferiority  

24.  Mental  deficiency  

25.  Unclassified  

26.  Not  insane  


Total 


Under  Treatment 
July  1,  1916 


First  Admissions  Nine 
Months  Ending 
June  30, 1916 


Number 


Males 


47 
445 
254 
957 
80 
13 
4 

61 
1,114 
19 
21 
2 
2 
865 
315 
217 
10 
8,903 
437 

617 
601 
58 
221 
612 
373 
4 


16,252 


Fe- 
males 


4 

902 
197 
368 
39 
16 
10 

62 
535 
24 
40 
23 
11 
1,543 
741 
561 
13 
10,046 
796 


661 


318 


Per  cent 


Males 


92.2 
33.0 
56.3 
72.2 
67.2 
44.8 


49.6 
67.6 
44.2 
34.4 
8.0 
15.4 
35.9 
29.8 
27.9 
43.5 
47.0 
45.4 

37.6 
47.6 
38.7 
48.4 
46.9 
54.0 
40.0 


Fe- 
males 


7.8 
67.0 
43.7 
27.8 
32.8 
55.2 
71.4 

50.4 
32.4 
55.8 
65.6 
92.0 
84.6 
64.1 
70.2 
72.1 
56.5 
53.0 
54.6 

62.4 
52.4 
61.3 
51.6 
53.1 
46.0 
60.0 


53. 


Number 


Males 


17 
2i  14 
1S2 
494 

16 
4 

12 

19 
215 
8 

31 
8 
2 

215 
74 
51 
6 
505 
120 

52 
70 
21 
31 
68 
105 
42 


2,572 


Fe- 
males 


282 
81 
146 
14 
2 
2 

27 
82 
12 
44 
21 
9 

387 
170 
113 
7 

402 
146 

76 
50 
36 
27 
78 
91 
24 


Per  cent 


Males 


89.5 
42.0 
69.2 
77.2 
53.3 
66.7 
85.7 

41.3 
72.4 
40.0 
41.3 
27.6 
18.2 
35.7 
30.3 
31.1 
46.2 
55.7 
45.1 

40.6 
58.3 
36.8 
53.4 
46.6 
53.6 
63.6 


52.5 


Fe- 
males 


10.5 
58.0 
30.8 
22.8 
46.7 
33.3 
14.3 

58.7 
27.6 
60.0 
58.7 
72.4 
81.8 
64.3 
69.7 
68.9 
53.8 
44.3 
54.9 

59.4 
41.7 
63.2 
46.6 
53.4 
46.4 
36.4 


47.5 
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Of  the  35,213  patients  in  the  hospitals,  16,252,  or  46.2  per 
cent,  are  males,  and  18,961,  or  53.8  percent,  females;  while 
of  the  4,903  first  admissions,  2,572,  or  52.5  percent,  are 
males,  and  2,331,  or  47.5  per  cent,  females.  As  the  male 
population  of  the  State  is  but  slightly  in  excess  of*  the 
female,  it  follows  that  the  males  have  the  higher  rate  of 
admission,  and  the  females  the  higher  rate  of  patients 
under  treatment.  The  higher  death  rate  of  the  males  in 
the  hospitals  is  mainly  responsible  for  the  marked  difference 
in  the  two  rates. 

Distribution  of  Psychoses  in  the  Several  State 
Hospitals. 

Owing  to  the  frequent  transfers  of  patients  from  the  met- 
ropolitan hospitals  to  the  up-State  hospitals  the  psychoses 
enumerated  in  the  census  can  not  be  taken  as  indicating 
the  prevalence  of  a  particular  ps3Tchosis  in  any  part  of  the 
State.  The  census  does  show,  however,  the  relative  pro- 
portion of  the  various  mental  diseases  appearing  in  each 
hospital. 

A  summary  of  Table  1  with  respect  to  the  ten  principal 
psychoses  in  the  several  hospitals  is  given  in  Table  B. 

The  overshadowing  prevalence  of  dementia  praecox  in 
all  the  hospitals  is  the  most  striking  fact  shown  in  the  sum- 
mary. Although  patients  of  this  group  constitute  only 
about  19  per  cent  of  first  admissions,  they  have  accumulated 
in  the  hospitals  until  they  outnumber  the  patients  of  all 
other  psychoses  combined.  The  differences  in  the  percent- 
ages in  this  group  in  the  several  hospitals  are  partly  due 
to  transfers,  partly  to  variations  in  admissions  and  partly  to 
lack  of  uniformity  in  diagnosis. 

The  census  also  shows  a  relatively  large  accumulation  of 
chronic  patients  with  paranoic  conditions,  epilepsy  and 
mental  deficiency.  In  the  other  psychoses  the  discharge 
and  death  rates  are  so  high  that  comparatively  little  accu- 
mulation occurs. 

Movement  of  Patients  in  the  Several  Psychoses. 

(Table  C,  pa^e  459. ) 
Taking  the  census  together  with  the  record  of  admissions, 
discharges  and  deaths,  we  are  able  to  present  for  the  first 
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time  a  complete  table  of  the  movement  of  patients  in  each 
clinical  group.  In  the  hospital  system  as  a  whole  during 
the  nine  months  under  consideration  there  was  a  monthly 
rate  of  admissions  of  691,  of  discharges  of  316,  and  of  deaths 
of  280.  The  monthly  rate  of  accumulation  of  patients  Jn 
the  hospitals  was  95.  The  movement  of  patients  in  each 
group  is  set  forth  in  Table  C.  Marked  differences  are 
noted  in  the  relative  shifting  of  population  in  the  several 
groups.  The  senile,  arteriosclerotic,  and  paretic  groups 
have  high  rates  of  first  admissions  and  deaths,  with  low 
rates  of  readmissions  and  discharges.  The  net  change  in 
the  nine  months  in  census  of  patients  in  the  senile  group 
was  a  decrease  of  14;  in  the  arteriosclerotic  group,  an  in- 
crease of  15;  in  the  paretic  group,  an  increase  of  38. 

In  the  alcoholic  group  the  death  rate  is  low,  while  the  ad- 
mission and  discharge  rates  are  but  little  above  the  average. 
The  net  increase  in  the  group  during  the  period  was  54. 

In  the  manic-depressive  and  allied  groups  there  are  high 
admission  and  discharge  rates  with  a  very  low  death  rate. 
The  net  increase  in  the  two  groups  was  316. 

In  the  dementia  prsecox  group  the  admission,  discharge 
and  death  rates  are  all  low  in  comparison  to  the  number 
under  treatment.  The  net  increase  in  the  group  was  159. 
In  the  allied  to  dementia  prsecox  group  the  admission  and 
discharge  rates  are  much  higher  than  in  the  preceding 
group  but  the  death  rate  is  practically  the  same.  The  net 
increase  for  the  nine  months  was  only  6. 

In  the  psychoneuroses  group  the  admission  and  discharge 
rates  are  high  but  there  were  no  deaths. 

More  definite  comparisons  are  made  in  Table  D,  (p.  460.) 
In  this  table  the  total  number  of  patients  of  each  clinical 
group  treated  during  the  year  is  used  as  a  base  in  determining 
the  rates  of  admissions,  discharges  and  deaths.  On  this 
basis  the  rate  of  admission  varies  from  6.1  per  cent  in  the 
dementia  prsecox  group  to  60.5  in  the  infective-exhaustive 
group.  The  average  rate  is  15.3  per  cent.  The  rate  of  dis- 
charge varies  from  2.6  per  cent  in  the  prsecox  group  to  32.4 
in  the  symptomatic  depressions  group.  The  average  rate 
is  7  per  cent.    The  death  rate  varies  from  0  in  the  psycho- 
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I 

during  period 

Per  cent 

to 

Number 

\ 

Discharged 
during  period 

1 
1 

18.8 
3.4 
9.3 
4.9 
14.8 
12.5 

'5.8 
10.7 
20.3 
27.9 
27.1 

20 '.  7 
17.3 
10.9 
32.4 

2.6 
12.7 

5.0 

3.4 
30.2 
22.7 

3.5 
11.8 
89.9 

© 

Number 

SSSSS"  :gggSg£8e8g9g8 

1 

* 

•! 

Per  cent 

523 

3 

Number 

1 

Admitted  duriner 

period 

Per  cent 

THTfin<MO»ncCCX5T-icOiO'*r-iC:^>OXi-iOOO'<J't-t-Tt<0500 

P3 

Number 

1 

Under 
treat- 
ment 

ft 

I 

PSYCHOSES 

a.  senile  

3.  With  cerebral  arteriosclerosis  

4.  Dementia  paralytica  

a.    vv itn  cercorai  syphilis  

6.  With  Huntington's  chorea  

7.  With  brain  tumor  

8.  W  ith  other  brain  or  nervous  diseases  

9.  Alcoholic  

10.  Drug  and  other  toxic  

11.  Infective-exhaustive  

12.  Allied  to  infective-exhaustive  

13  Autotoxic  

14.  Manic-depressive  

lo.    Allied  to  manic-depressive  

16.  Involution  melancholia  

17.  Svmptomatic  depressions  

18.  Dementia  praecox  

19.  Allied  to  dementia  praecox  

20.  Paranoic  conditions  and  paranoias... 

23.    Constitutional  inferiority  

i 

o 

i 
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neuroses  group  to  50  per  cent  in  the  brain  tumor  group.  The 
average  rate  is  6.2  per  cent. 

The  per  cent  remaining  at  the  end  of  the  period  varies 
from  47.3  in  the  infective-exhaustive  group  to  94.7  in  the 
dementia  prsecox  group. 


Table  2  gives  a  detailed  view  of  the  discharges  from 
each  of  the  principal  groups  of  psychoses  and  of  the 
deaths  occurring  in  each  group  with  rates  for  each  sex. 
Rates  of  recovery  and  of  improvement  less  than  recovery 
are  computed  on  census  of  population,  on  all  admisssions, 
and  on  total  under  treatment.  While  some  objections  can 
be  raised  to  the  use  of  any  one  of  these,  it  is  believed  that 
in  a  large  hospital  system  in  which  the  admissions  are 
fairly  uniform  from  year  to  year  the  total  number  of  admis- 
sions constitutes  the  most  satisfactory  base  for  the  compu- 
tation of  rates  of  recovery. 

A  glance  at  the  recovery  rates  in  the  various  groups  of 
psychoses  as  given  in  Table  2  shows  how  inadequate  have 
been  the  tables  which  present  recovery  rates  based  only  on 
the  totals  of  all  groups.  In  some  of  the  separate  groups 
the  numbers  are  too  small  to  form  the  basis  of  rates  of 
general  application  but  in  all  of  the  larger  groups  the  rates 
are  of  value  in  indicating  the  average  outcome  of  the 
psychoses. 

The  variations  in  recovery  rates  in  the  several  groups  as 
set  forth  in  the  following  comparisons  are  quite  striking : 


Discharges. 


(Table  2,  page  475.) 


Psychoses  with  Low  Recovery  Rates. 


Recovered 
(Per  cent  of  all  admissions 
(9  months) 


Senile  

With  cerebral  arteriosclerosis 

General  paralysis  

Dementia  praecox  

Paranoic  conditions  


0.4 
4.6 
0.0 
1.4 
2.5 
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Psychoses  with  High  Recovery  Rates. 

Recovered 
(Per  cent  of  all  admissions 
(9  months) 


Alcoholic   37.7 

Drug  and  other  toxic   52.4 

Infective-exhaustive   37.2 

Manic-depressive   48.7 

Psychoneuroses   38.0 

With  constitutional  inferiority   91.6 


In  some  of  the  larger  groups  marked  difference  between 
the  rates  of  recovery  in  the  two  sexes  is  noted  ;  the  follow- 
ing are  specially  noteworthy  : 

Recovered 
(Per  cent  of  all  admissions 
(9  months) 
Males  Females 


Alcoholic   40.8  29.6 

Infective-exhaustive   25.0  45.7 

Manic-depressive   52. 8  46.1 

Allied  to  manic-depressive   57.5  29. 3 

Allied  to  dementia  praecox   15.9  20.9 

Psychoneuroses   43.3  34.7 


The  patients  discharged  as  improved  and  much  improved 
number  1,216,  30  more  than  were  discharged  as  recovered. 
In  several  of  the  groups  having  a  low  recovery  rate,  the 
"improved"  rate  is  high  and  vice  versa.  The  contrast  in 
the  rates  in  the  several  groups  is  shown  by  the  following 
comparisons : 

Psychoses  with  Low  "Improved"  Rates. 

Improved  and  much  Improved 
(9  months) 
(Per  cent  of  all  admissions) 


Senile   6.8 

General  paralysis   8.5 

Infective-exhaustive   5.1 

Epileptic   11.4 

With  mental  deficiency   9  7 

Psychoses  with  High  "Improved"  Rates. 

Dementia  praecox   29 . 7 

Allied  to  dementia  praecox   33.9 

Paranoic  conditions   38.5 

Psychoneuroses   380 

With  constitutional  inferiority   63.9 
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Striking  differences  appear  in  the  "improved"  rates  in 
the  sexes  in  the  following  groups  : 

Improved  and  much  improved 
(9  months) 
(Per  cent  of  all  admissions) 
Males  Females 

General  paralysis   7.3  12.3 

Alcoholic   16.9  25.5 

Involution  melancholia   13.3  22.1 

Allied  to  dementia  praecox   19.9  45 . 6 

Psychoneuroses   26 . 7  44 . 9 

The  reasons  for  these  differences  are  not  known. 


Deaths. 

The  death  rates  in  the  several  clinical  groups  are  compu- 
ted on  the  total  under  treatment  during  the  period  excluding 
transfers  as  a  base.  The  general  rate  of  death  per  1,000  of 
all  patients  for  the  period  was  62.1  ;  that  of  the  males  71.9, 
and  that  of  the  females  53.5.  In  view  of  the  widely  diver- 
gent rates  in  the  several  clinical  groups  the  general  death 
rate  is  of  little  significance. 

The  fatal  character  of  the  following  groups  is  clearly- 
indicated  by  the  high  death  rates. 

Psychoses  with  High  Death  Rates. 

Death  rate 
(9  months) 


Senile   247.6 

With  cerebral  arteriosclerosis   278 . 8 

General  paralysis   284 . 6 

With  brain  tumor   500.0 

Infective-exhaustive   255.8 

Autotoxic   277.8 


The  foregoing  are  in  marked  contrast  to  the  rates  in  the 
functional  psychoses  which  follow  : 

Psychoses  with  Low  Death  Rates. 

Death  rate 
(9  months) 


Manic-depressive   38.2 

Allied  to  manic-depressive   32.5 

Dementia  praecox   26. 8 

Allied  to  dementia  praecox   28 . 8 

Paranoic  conditions   28.6 
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The  difference  in  the  rates  in  the  two  sexes  is  quite  pro- 
nounced in  some  of  the  groups,  but  on  account  of  the  small 
numbers  involved  caution  must  be  exercised  in  drawing 
conclusions  therefrom.  The  following  present  the  most 
striking  contrasts : 

Death  Rates  Among  Males  and  Females. 


Death  rates 
(9  months) 
Males  Females 

Senile   289.6  224.6 

With  cerebral  arteriosclerosis   307 . 5         234 . 0 

General  paralysis   310.3  206.9 

Alcoholic   40.9  57.3 

Infective-exhaustive   346.9  200.0 

Allied  to  dementia  praecox    19.7  33.6 


Seventy  per  cent  of  all  the  deaths  occur  in  four  groups, 
viz.:  senile,  arteriosclerotic,  paretic  and  dementia  praecox. 

The  average  age  of  the  males  at  death  was  53.3  years  ; 
of  the  females,  56.8  years;  and  of  both  together,  54.9  years. 
The  average  time  spent  in  hospitals  by  the  males  who  died 
was  5.1  years  ;  of  the  females,  7.2  years  ;  and  of  both  com- 
bined, 6.1  years. 

Among  the  males,  65.1  per  cent  of  all  deaths  occurred  in 
the  senile,  paretic,  and  dementia  praecox  groups  ;  among 
the  females  57.7  per  cent  of  the  deaths  were  in  these  groups. 

Some  noteworthy  contrasts  in  results  in  the  two  sexes  are 
shown  in  the  following  tabulation  : 


Deaths  of  Males  and  Females  with  Certain  Psychoses. 


Psychoses 

Number  of 
Deaths 

Average 
Age  at 
Death, 
Years 

Average 
Time  in 
Hospitals, 
Years 

CO 

4) 

m 

M 

"3 

"5 

a 

9 

«j 
"3 

"3 
B 

9 

00 

CO 

a 

o 

S 

ft, 

fa 

fa 

192 

272 

75.4 
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3.1 

With  cerebral  arteriosclerosis. . . 

135 

66 

65.5 

65.7 

1.3 

1.9 
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102 

44.2 

43.0 

1.2 

1.4 

54 

36 

57.9 

53.8 

6.8 

4.0 

49 

73 

52.6 

43.5 

3.6 

5.0 

236 

300 

48.2 

52.9 

15.6 

16.5 
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Duration  of  Hospital  Life  of  Recovered  Cases. 

(Table  3,  page  477.) 

Table  3  shows  the  time  spent  in  hospitals  by  the  patients 
that  were  discharged  as  recovered.  Of  the  1,186  cases,  86, 
or  7.3  per  cent,  were  in  the  hospital  less  than  one  month  ; 
333,  or  28.1  per  cent,  from  one  to  three  months  ;  262,  or 
22.1  per  cent,  from  4  to  7  months  ;  151,  or  12.7  per  cent, 
from  8  to  11  months  ;  111,  or  9.4  per  cent,  from  12  to  17 
months;  64,  or  5.4  per  cent,  from  18  to  24  months,  and 
179,  or  15.1  per  cent,  over  2  years. 

Unfortunately,  the  numbers  discharged  from  most  of  the 
separate  groups  are  so  small  that  percentages  based  thereon 
are  valueless. 

The  recovered  cases  of  the  psychoses  contributing  the 
largest  numbers  were  distributed  in  the  various  time  groups 
as  follows  : 


Duration  of  Hospital  Life  of  Recovered  Cases  of 
Certain  Psychoses. 


Allied  to 

Alcoholic 

Manic- 
Depressive 

Manic-Depres- 

sive 

Number 

Per  cent 

Number 

Per  cent 

Number 

Per  cent 

Less  than  1  month  

24 

18.0 

25 

5.0 

.  . . 

3 

2.3 

51 

38.3 

114 

22.9 

34 

25.5 

27 

20.3 

107 

21.5 

39 

29.3 

9 

6.8 

68 

13.7 

19 

14.3 

12-17  months  

7 

5.3 

61 

12.3 

10 

7.5 

18-24  months  

6 

4.5 

23 

4.6 

13 

9.8 

Over  2  years  

9 

6.8 

99 

19.9 

15 

11.3 

133 

100.0 

497 

100.0 

133 

100.0 

In  the  alcoholic  group  56.3  per  cent  of  the  recovered  cases 
were  discharged  within  three  months  from  the  time  of  ad- 
mission and  27.1  per  cent  additional  within  one  year.  In 
the  manic-depressive  recoveries,  27.9  per  cent  were  dis- 
charged within  three  months  and  35.2  per  cent  additional 
within  one  year.  In  the  allied  to  manic-depressive  group 
27.8  per  cent  of  the  recoveries  were  discharged  within  three 
months,  and  43.6  per  cent  additional  within  one  year. 

In  every  group  more  than  half  of  the  recoveries  occur 
within  one  year  from  the  time  of  admission. 
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Duration  of  Hospital  Life  of  Improved  Cases. 

(Table  4,  page  478.) 

Table  4  gives  the  duration  of  hospital  life  of  the  patients 
discharged  as  improved  and  much  improved.  Of  the 
1,216  cases,  76,  or  6.3  percent,  were  in  the  hospital  less 
than  1  month  ;  334,  or  27.6  per  cent,  from  1  to  3  months, 
245,  or  20.1  per  cent,  from  4  to  7  months  ;  123,  or  10.1  per 
cent,  from  8  to  11  months ;  116,  or  9.5  per  cent,  from  12  to 
17  months ;  71,  or  5.8  per  cent,  from  18  to  24  months;  and 
251,  or  20.6  per  cent,  over  2  years. 

The  largest  groups  of  "improved  "  cases  were  distribu- 
ted with  respect  to  time  in  hospital  as  follows  : 


Duration  of  Hospital  Life  of  "Improved"  Cases  of  Certain 

Psychoses. 


Manic- 

Dementia 

Allied  to  De- 

Depressive 

Precox 

mentia 

Precox 

Number 

Per  cent 

Number 

Per  cent 

Number 

Per  cent 

Less  than  1  month  

7 

4.6 

8 

2.2 

6 

5.3 

41 

27.2 

78 

21.6 

37 

32.8 

4-  7  months  

25 

16.6 

92 

25.4 

25 

22.1 

8-11  months  

13 

8.6 

42 

11.6 

11 

9.7 

12-17  months  

17 

11.2 

34 

9.4 

.  13 

11.5 

18-24  months  

14 

9.3 

19 

5.2 

7 

6.2 

34 

22.5 

89 

24.6 

14 

12.4 

151 

100.0 

362 

100.0 

113 

100.0 

While  the  numbers  in  the  other  groups  are  small  they 
seem  to  indicate  a  similar  trend  in  improvement  in  the  hos- 
pitals. No  cases  with  brain  tumor  or  with  autotoxic  psy- 
choses were  discharged  during  the  period  as  recovered  or 
improved. 


Duration  of  Hospital  Life  of  Patients  Who  Died 
During  Period. 

(Table  5,  page  479. ) 

Table  5  shows  the  time  spent  in  the  hospitals  by  the 
patients  who  died  during  the  nine  months  period.  Of  the 
2,522  cases,  360,  or  14.3  per  cent,  were  in  the  hospital  less 
than  1  month  ;  353,  or  14.0  per  cent,  from  1  to  3  months  ; 
239,  or  9.5  per  cent,  from  4  to  7  months;  158,  or  6.3  per 
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cent,  from  8  to  11  months ;  151,  or  6.0  per  cent,  from  12  to 
17  month,  115,  or  4.  5  per  cent,  from  18  to  24  months  ;  370, 
or  14.7  per  cent,  from  2  to  4  years  ;  247,  or  9.8  per  cent,  from 
5  to  9  years  ;  and  529,  or  20.9  per  cent,  10  years  and  over. 

The  large  number  of  deaths  occurring  during  the  first 
three  months  of  hospital  life  results  from  the  critical  condi- 
tion of  many  of  the  patients  at  the  time  of  admission. 

Marked  differences  in  time  spent  in  hospitals  is  noted  in 
the  various  clinical  groups.  The  accompanying  tabulation 
compares  the  groups  contributing  the  largest  numbers  of 
deaths. 

The  percentage  of  deaths  occurring  within  7  months  of 
admission  in  the  senile  group  was  44.9  ;  in  the  arterioscle- 
rotic group,  61.2  ;  in  the  paretic  group,  49.7  ;  in  the  manic- 
depressive  group,  57.3  ;  and  in  the  dementia  prsecox  group, 
5.0  per  cent.  In  the  last  group,  61.6  per  cent  of  the  deaths 
were  of  patients  that  had  been  in  the  hospitals  10  years 
and  over. 

Average  Age  at  Death  and  Average  Time  in 
Hospitals. 

(Table  6,  page  481.) 


Table  6  shows  the  average  age  at  death  and  the  average 
time  in  hospitals  of  the  patients  in  each  group  of  psychoses 
who  died  in  the  hospitals  during  the  nine  months  period. 
In  most  of  the  groups  the  number  of  deaths  is  too  small  to 
enable  us  to  draw  conclusions  from  the  results  shown  in  the 
table  but  the  averages  in  the  following  groups  are  significant: 

Average  Age  at  Death  and  Average  Time  in  Hospital  of 
Patients  with  Certain  Psychoses. 


Psychoses 


Number  of 
deaths 


Average  age 
at  death, 
years 


Average  time 
in  hospitals, 
years 


Total  of  all  psychoses 


General  paralysis 
Manic-depressive. 
Dementia  praecox 


Senile  

With  cerebral  arteriosclerosis  


3, 


464 
201 
666 
122 
686 
,688 


74.9 
65.5 
44.0 
47.1 
50.6 
54.9 


2.6 
1.5 
1.2 
4.4 
10.1 
0.1 
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Table  6.  Average  Age  at  Death  and  Average  Time  in  Hos- 
pitals for  the  Insane,  of  Patients  Dying  in  the  State 
Hospitals,  October  1,  1915  to  June  30,  1916. 
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A  FURTHER  STUDY  OF  MENTAL  CONTENT  IN 
EPILEPSY.  * 


By  L.  Pierce  Ci<ark,  M,  D., 

New  York  City 

In  previous  studies  t  I  have  endeavored  to  show  that  the 
defective  make-up  in  many  essential  epileptics  is  composed 
of  egocentricity,  supersensitiveness  and  a  consequent  emo- 
tional poverty.  Such  individuals,  under  undue  stress, 
become  pronouncedly  epileptic  whenever  they  fail  to  make 
the  proper  life  adaptations.  It  has  also  been  held  that  the 
fit  in  itself  is  a  regressive  as  well  as  a  protective  phenome- 
non, a  reaction  away  from  stressful  reality.  In  the  deep- 
est regression  the  state  sought  or  obtained  in  the  uncon- 
scious is  comparable  to  the  extremes  of  infantile  life.  As 
yet  exact  proof  of  the  significance  and  meaning  of  the 
fit-regression  has  not  been  fully  elucidated.  In  a  pre- 
vious paper  X  I  indicated  what  a  field  of  promise,  psy- 
chologically and  therapeutically,  a  study  of  the  mental 
content  in  epilepsy  furnishes.  It  is  my  purpose  now  to 
illustrate  by  concrete  examples,  first,  the  regression  from 
stress  by  fits,  and  second,  the  fragments  of  the  mental  content 
which  may  be  obtained  during  the  milder  type  of  seizures. 
The  latter  may  show  the  depth  of  regression  which  the  epi- 
leptic takes.  By  such  studies  one  may  probably  determine 
what  bearing  this  content  has  upon  the  epileptic's  former 
life  and  its  defects.  In  order  to  further  this  study  it  is 
desirable  for  us  to  recognize  the  attitude  which  many  con- 
firmed epileptics  take  toward  the  disorder  itself.  It  is  a 
common  experience  to  see  such  individuals  assume  a  nar- 
row, pedantic  view  of  their  disease  and  the  plan  of  treat- 
ment; they  take  a  definite  and  precise  view  of  their  regimen, 
that  they  are  to  take  this  and  avoid  that  in  foods,  exercise, 

*  Read  in  abstract  before  the  American  Neurological  Association,  May  9, 
1918 

t"A  Personality  Study  of  the  Epileptic  Constitution,"  Amer.  Jour.  Med. 
Sci.,  1914,  CXLVIII,  729;  M  Clinical  Studies  in  Epilepsy,"  Psychiatric  Bulletin, 
Jan.,  1916  to  Jan.,  1917  ;  "  The  True  Epileptic,"  N.  Y.  Medical  Jour.,  May  4, 1918. 

f'The  Psychological  and  Therapeutic  Value  of  Studying  Mental  Content 
During  and  Following  Epileptic  Attacks,"  N.  Y.  Med.  Jour.,  Oct.  13,  1917. 

Oct.— 1917— F 


484 


drugs,  and  the  like.  As  a  rule  they  are  very  willing  to 
undergo  various  physical  deprivations,  but  they  are  poor 
in  making  any  genuine  effort  at  emotional  adjustment. 
When  they  are  asked  to  take  a  broad  view  of  their  disorder 
they  are  at  once  in  difficulties.  Some  patients  reply:  "  If 
you  expect  me  to  acquire  certain  new  habits,  and  change  my 
mode  of  thinking  and  feeling  to  get  rid  of  this  disorder,  I 
fear  I  shall  have  to  remain  epileptic  the  rest  of  my  life." 
Usually  no  amount  of  explanation  is  able  to  induce  many 
of  these  individuals  to  make  the  prescribed  adaptations. 

We  are  confronted  with  the  inquiry:  Does  the  individual 
fully  appreciate  the  significance  and  consequences  of  his 
disease,  and  what  is  his  attitude  toward  attacks  ?  Can  it 
be  possible  that  he  really  wishes  to  have  seizures  ? 

One  can  not  live  for  any  length  of  time  among  epileptics 
without  being  impressed  that  many  of  them  assume  very 
strange  attitudes  toward  their  disorder.  For  instance,  one 
individual  says  he  wishes  to  rid  himself  of  attacks  because 
his  relatives  and  friends  are  keen  about  his  doing  so. 
Another  feels  that  the  continuance  of  his  disorder  keeps 
him  from  leading  the  life  of  his  companions.  Many  find 
attacks  are  personally  objectionable  because  of  the  head- 
ache and  physical  prostration  that  follow  seizures.  On 
careful  inquiry  one  finds  not  a  few  epileptics  who  are  not 
onry  little  concerned  about  the  continuance  of  attacks,  but, 
if  not  preceded  by  an  aura  with  its  feelings  of  oppressive 
anxiety,  they  do  not  particularly  dislike  having  them. 
Often  attacks  are  desired  because  they  release  the  individ- 
ual from  the  extra  nervous  tension  he  feels  when  a  free 
period  longer  than  usual  intervenes.  Moreover,  in  not  a 
few  instances  one  finds  epileptics  who  actually  say  they  take 
pleasure  in  having  seizures* 

*  Dostoevsky,  the  Russian  novelist,  whose  romances  abound  in  psychopathic 
characters,  was  himself  epileptic.  He  told  his  friend,  Strakoff,  that  he 
always  experienced  a  feeling  of  ecstasy  before  attacks.  His  sensations  of 
happiness  were  so  intense  that  no  normal  mind  could  conceive  them.  He  said 
his  feelings  were  in  complete  harmony  with  the  world,  and  for  a  few  seconds 
of  them  one  would  give  ten  years  of  his  life.  The  attack  sometimes  caused 
slight  injuries,  and  the  convulsions  were  followed  by  muscular  pains.  There 
was  often  a  temporary  failure  of  memory  and  for  two  or  three  days  he  felt 
quite  prostrated,  and  very  melancholy.  Hs  was  possessed  by  a  certain 
anguish  and  irritability  which  could  hardly  be  mastered.  He  felt  himself 
a  criminal  guilty  of  some  offense  unknown  to  him. 
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During  my  interneship  at  Craig  Colony  I  saw  many 
patients  who  expressed  their  desire  to  have  attacks.  They 
said  they  knew  they  would  feel  better  afterward,  and  fur- 
thermore, having  attacks  was  not  so  very  bad,  after  all. 
Recently  I  have  made  special  inquiry  of  each  patient  as  to 
whether  he  had  any  objections  personally  to  the  continuance 
of  attacks  independent  of  what  view  his  relatives  might 
have.  Many  replied:  "  Why,  no;  they  are  not  objection- 
able or  unpleasant,  except  for  the  short  period  of  headache 
and  muscle  soreness  I  experience  afterwards."  As  some 
epileptics  expressed  themselves  as  being  very  fearful  of  the 
attacks,  this  led  me  to  study  the  unconscious  motives  for 
their  occurrence,  inasmuch  as  their  attitude  regarding  seiz- 
ures was  much  like  the  neurotic  toward  his  obsessive  fears. 
The  result  of  this  inquiry  will  be  taken  up  later.  Now  and 
then  very  unique  cases  are  encountered  in  which  patients 
consciously  encourage  the  attacks  because  the  state  is 
pleasurable.  A  few  of  these  may  be  cited  as  a  preliminary 
introduction  to  the  further  study  of  the  unconscious  con- 
tent obtained  in  epileptic  deliria  or  in  the  more  abbreviated 
transitory  deliria  occurring  in,  or  immediately  after,  petit 
mal  seizures. 

One  of  my  boy  patients  suffering  from  a  continued  and 
enduring  epilepsy,  gave  a  description  of  his  petit  mal 
attacks  as  follows:  * 

"As  the  absent-minded  spells  come  on  I  dream  of  some- 
thing far  off — the  ideas  are  all  mixed,  just  like  a  dream 
when  I  am  asleep,  or  when  I  am  at  a  party  and  lots  of  boys 
are  around,  or  when  we  are  playing  Indian.  Usually  it 
is  like  this:  I  am  flying  in  air,  or  something.  I  am 
usually  having  a  smooth  sailing  about.  It  is  never  un- 
pleasant, but  just  fine.  The  harder  and  longer  the  dreamy 
turns  are  the  more  satisfied  I  seem  to  be.  I  wander,  float 
away;  maybe  I  glance  against  something  and  then  shy  off 
again  to  float  about  in  a  different  direction.  I  only  feel 
bad  about  it  all  when  I  become  conscious  again.  I  only 
remember  the  beginning  and  the  ending  of  the  hard  ones 
(grand  mal),  but  in  the  moderate  sized  ones  I  get  the  most 

*  Case  reported  in  detail,  "  Nature  and  Pathogenesis  of  Epilepsy,"  N.  Y.  Med. 
Jour.,  February  27  to  March  27,  1915.    Case  V. 
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definite  dreams.  I  take  up  the  things  around  me  and  make 
the  most  fantastic  and  queer  things  out  of  them;  I  think 
people  moving  about  me  are  really  trees,  and  their  talking 
is  running  water  and  wind  blowing  about.  Then  there 
often  comes  a  sickening  of  the  stomach  because  of  the 
motion.  In  the  last  bit  of  the  severe  attacks  I  begin  to 
piece  things  together  and  make  them  seem  real  and  natural 
(returning  consciousness) .  As  I  gradually  go  into  the  deep- 
est part  of  the  severe  attack  the  dream  grows  more  con- 
fused and  mixed  up;  it  gradually  fades  out,  and  I  simply 
lie  in  the  air.  I  float  without  moving,  and  my  feelings  are 
as  though  I  don't  care  about  anything;  it  is  so  peaceful 
and  quiet,  and  I  am  very  happy.  I  feel  as  though  I  want 
to  keep  on  going,  as  though  I  didn't  even  have  to  breathe, 
as  though  I  were  living  without  doing  anything  and  yet  not 
living.  There  seems  to  be  no  bottom  on  which  things  rest; 
all  is  suspended,  afloat  as  I  am.  It  seems  as  if  the  attacks 
come  over  me  and  enfold  me  like  great  floating  blankets. 
The  first  absence  I  ever  had  is  one  of  the  first  things  I  can 
remember.  I  had  been  eating  candy,  which  I  liked  very 
much,  and  brought  some  home  to  give  to  a  neighbor. 
Mother  was  away  and  I  met  the  cook  and  I  tried  to  hide 
the  candy  behind  my  back,  but  the  cook  was  about  to  take  it 
away  from  me  and  I  had  a  dreamy  spell.  Now  I  always  feel 
guilty  or  ashamed,  when  I've  had  one  of  those  spells  around 
where  people  are.  If  I  am  alone  and  they  don't  know 
about  it  I  don't  have  the  guilty  feeling.  I  don't  like  to 
talk  about  them  before  people;  I  don't  mind  the  doctor 
and  Bill.  I  had  a  peculiar  spell  this  morning.  I  had 
been  taking  my  cold  rub  and  instead  of  dressing  I  felt 
cold;  a  dizzy  turn  came  on  and  I  went  back  to  bed  and 
folded  the  blankets  over  my  head,  and  that  seemed  to  stop 
it  all  at  once.  I  went  back  to  bed  because  I  felt  cold, 
but  maybe  I  really  went  back  and  folded  the  covers  over 
my  head  because  it  was  the  thing  which  the  dream-spell 
seemed  to  want  me  to  do." 

It  seems  hardly  necessary  to  comment  upon  the  wish 
fancy  in  the  attacks  as  being  a  beautiful,  almost  allegorical 
description  of  a  return  to  infancy. 
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Another  instance  was  noted  in  a  young  woman  whose 
grand  mal  epilepsy  has  been  in  evidence  since  puberty.* 
She  does  not  remember  distinctly  the  occurrence  of  the  first 
petit  mal,  but  soon  after  they  began  to  appear  at  all  regu- 
larly, several  in  the  course  of  a  day,  she  noticed  that  they 
were  very  agreeable.  A  previous  dull  feeling  in  the  head, 
a  nervous,  irritable  restlessness,  and  a  desire  to  get  away 
by  herself,  were  gotten  rid  of.  Furthermore,  she  often 
encouraged  the  sensations  when  disagreeable  tasks  or 
surroundings  were  at  hand.  She  volunteered  the  in- 
formation that  the  minor  attacks  were  most  desirable,  and 
were  encouraged  when  she  was  alone,  and  particularly 
when  in  bed.  She  then  felt  that  they  were  pleasurable, 
quieting,  and  soothing,  as  though  going  to  sleep;  'ka  deli- 
cious languor  "  came  over  her  and  she  pulled  the  bed- 
clothes over  her  head  to  enjoy  them  to  the  utmost.  If 
anyone  came  into  the  room,  shook  her,  or  distracted  her 
attention  she  felt  irritable  and  said:  11  Can't  you  leave  me 
alone,  I  wish  you  would  not  bother  me."  A  further 
description  of  vaguely  remembered  things  that  happen  to 
her  when  actually  in  a  sensation,  is  almost  identical  with  the 
boy's  account  just  given.  Whenever  these  minor  seizures 
occurred  and  she  was  about  various  social  duties,  she  felt 
distracted  and  always  wanted  to  get  away  and  lie  down, 
preferably  in  bed  with  the  blankets  pulled  up  over  her 
head.  The  latter  situation  was  ideal  for  her  enjoyment. 
In  the  sensations  of  moderate  severity  she  invariably  says: 
"Yes,  yes,  I  am  quite  all  right,  why  certainly," — appar- 
ently unconscious  assurances  that  the  state  is  no  cause  for 
alarm  and  to  fend  off  any  one  attempting  to  do  anything 
for  her.  A  large  number  of  the  severer  sensations  makes 
her  feel  less  fit  after;  she  then  feels  dragged  out,  slightly 
depressed,  and  desires  sleep  and  quiet. 

The  third  illustration  is  unusual  in  many  respects,  aside 
from  the  conscious  attitude  which  the  patient  has  taken 
toward  his  disease  and  toward  the  attacks  in  particular. 
It  is  that  of  a  boy  in  middle  adolescence  who  had  his  first 
attack  at  6  years  of  age.    He  has  had  less  than  a  dozen 

*  For  more  complete  report,  see  Case  II,  "  Nature  and  Pathogenesis  of  Epi- 
lepsy." X.  Y.  Med.  Jour..  February  27-March  27.  1915. 
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classic  grand  mal  seizures  in  his  whole  epileptic  career, 
although  petit  mal  are  irregularly  frequent  and  may  occur 
in  series  of  two  or  three  in  a  single  day.  He  has  a  11  high 
strung  "  neurotic  heredity  and  possesses  the  classic  epilep- 
tic character,  is  egocentric,  sensitive,  irritable  and  asocial. 
Although  he  was  a  passionate  tempered  child,  having  many 
difficulties  in  adjustment  to  nursery  ethics  and  was  for 
several  years  an  only  child,  he  had  no  outspoken  manifesta- 
tions of  his  epilepsy  until  he  went  to  school.  Even  there 
the  attacks  were  infrequent  until  he  was  placed  under  a 
teacher  whom  he  particularly  disliked  and  was  reduced  in 
grade  standing  to  the  middle  of  the  class.  He  then  began 
to  lose  interest,  and  soon  had  frequent  petit  mal.  He  did 
indifferently  well  at  school  for  several  years,  and  on  finally 
reaching  the  high  school  he  absolutely  refused  to  attend, 
preferring  to  take  up  a  small  mercantile  position  with  a 
nominal  salary.  For  years  the  attacks  were  precipitated 
when  he  was  much  fatigued,  had  a  hard  day's  work,  or 
had  been  particularly  harassed  by  demands  for  his  making 
family  adjustments.  When  he  said  his  prayers  at  night  or 
in  the  morning  before  he  was  fully  awake,  he  would  be 
vaguely  conscious  that  he  had  his  disorder,  or  that  there 
was  such  a  thing.  He  said:  "  It  sort  of  pops  into  my  mind 
as  an  idea,  and  than  I  say  to  myself,  '  Oh,  well,  you  can't 
be  certain  you  won't  have  another  attack;  you  may 
have'."  Just  before  these  slight  absences  he  may  be 
walking  on  the  street  quite  unconcerned,  when  he  will 
hesitate  and  have  a  peculiar  feeling  that  someone  is  follow- 
ing just  in  back  and  to  the  right  of  him,  intent  upon 
shooting  him  or  doing  him  harm.  Quite  as  suddenly  as 
this  idea  comes  up  he  represses  it,  but  still  feels  a  curiosity 
to  turn  and  make  sure  it  is  unfounded.  Usually  in  the 
slight  attacks  which  immediately  follow  this  "idea,"  he 
is  sufficiently  conscious  to  select  the  desired  thing  offered 
him  and  to  do  what  he  is  told.  In  commenting  on  the  idea 
that  someone  is  coming  up  behind  him  with  malicious  intent 
he  says:  "  That  is  but  an  idea  of  mine,  somewhere  in  the 
back  of  my  head." 

In  analyzing  the  "  idea  "  still  further  it  was  found  that 
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as  a  boy  about  a  year  before  the  onset  of  his  disease  he 
used  to  imagine  that  Santa  Claus  came  up  behind  and 
pushed  him  in  a  rough-and-tumble  manner  downstairs. 
Still  earlier,  he  remembers  falling  downstairs  by  accident, 
and  the  thrill  of  the  act  when  he  found  he  was  not  really 
hurt  was  intense.  Following  these  experiences  he  encour- 
aged a  boy  to  push  him  off  some  low  steps  from  behind  una- 
wares. He  recollects  the  keen  thrill  it  gave  him  to  be  thus 
thrust  into  space,  particularly  when  he  lacked  the  courage 
to  take  the  jump  voluntarily.  The  thrill  he  got  then  was 
quite  like  that  he  now  experiences  in  attacks.  Later,  he 
encouraged  his  companions  to  push  him  into  the  water,  and 
similar  feats  which  of  his  own  initiative  he  conld  not  do, 
although  once  pushed  or  crowded  into  the  venture  he  grew 
to  like  the  sensation.  Further  analysis  revealed  the  intense 
thrill  he  obtained  from  the  extremes  of  pleasure  of  earliest 
memory.  The  pleasures  were  so  keen  as  to  be  almost 
painful.  Just  before  his  attacks  and  always  thereafter  he 
tried  to  repress  this  keen  pleasure  sense.  He  says:  "I 
found  that  when  these  pleasures  were  hot  gratified  the 
disappointments  were  so  painful  that  I  grew  to  building  up 
a  system  to  check  nryself  from  anticipating  too  much.  For 
instance,  if  I  started  out  for  a  ball  game,  of  which  sport  I 
was  very  fond,  I'd  say  to  myself,  'Well,  now  perhaps  it 
will  rain  or  your  team  won't  win,'  and  if  none  of  these 
things  really  happened  then  I  was  so  much  to  the  good, 
and  if  they  did,  why,  I  didn't  get  disappointed  and  hurt." 

The  state  in  the  attack,  in  addition  to  being  one  which 
he  recognizes  he  has  been  in  before,  is  one  of  serenity  and 
peace,  "like  Sunday,"  which,  although  a  day  on  which 
he  ma}7  not  be  having  a  particularly  enjoyable  time,  is 
nevertheless,  one  of  free  and  easy  interest.  Coming  out  of 
the  attack,  he  states,  is  "like  Monday  morning,  which, 
although  not  exactly  unpleasant,  is  not  particularly  serene 
or  peaceful."  In  regard  to  the  pleasure  thrill,  he  has  a 
vague  idea  that  the  great  thrill  of  his  earliest  recollections 
was  in  being  tossed  up  and  down  and  swung  about  by  his 
mother.  Again,  he  remembers  in  great  detail  at  an  earlier 
period  of  his  infancy  the  passionate  longing  he  experienced 
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for  the  mother  when  she  left  the  house  and  he  felt  that  she 
was  "  never  to  return."  The  pain  of  this  temporary  sepa- 
ration caused  him  to  go  in  a  tantrum  during  her  entire 
absence.  It  was  from  this  episode  that  he  began  to  repress 
his  extreme  longing  for  her.  He  said:  "  It  was  too  pain- 
ful for  me  to  let  it  go  on.  I  hated  to  have  her  go  away  * 
after  that,  to  be  sure,  but  I  would  not  let  myself  suffer 
like  that  again.  Now,  he  continued,  with  stoical  indif- 
ference, "I  am  quite  independent  of  my  family,  or  any- 
body else,  and  nothing  can  hurt  me."  "Not  if  your 
parents  should  die?"  was  asked.  "No,"  he  replied 
unfeelingly,  "  of  course  I  shouldn't  like  my  parents  to  die, 
but  I  should  get  on  somehow,  and  I  should  not  be  hurt." 

Although  this  boy  is  but  a  man  half  grown,  he  is  to  all 
appearances  perfectly  callous  and  unconcerned  as  to  the 
outcome  of  his  disorder.  In  a  burst  of  annoyance  he  made 
the  frank  statement,  "I  want  these  turns  to  come  back 
after  they  are  over.  The}7  give  me  a  sense  that  there  is 
something  still  missing,  something  that  is  not  yet  finished, 
something  that  I  have  not  yet  obtained.  I  always  did 
enjoy  them.  They  are  a  relief  to  me,  as  well  as  being 
peaceful.  I  would  like  the  severe  ones  (grand  mal),  too, 
if  it  were  not  for  the  headache  that  I  have  afterward.  I 
have  been  told  to  fear  these  attacks,  that  I  ought  not  to 
have  them,  that  nobody  likes  them,  and  this  made  me 
dislike  them  in  a  way  for  a  time,  too,  but  now  I  know  this 
dislike  is  only  due  to  what  I  have  been  told.  I  bet  every- 
one who  has  these  attacks  gets  to  disliking  them  from  what 
others  tell  him,  not  because  he  doesn't  personally  like  to 
have  them."  He  further  volunteered:  "  The  bilious  turns 
(petit  mal)  always  put  me  in  a  good  frame  of  mind  and 
sort  of  transform  me.  I  have  a  thrill  in  them,  they  key  me 
up  and  make  me  alive.  Of  course  you  may  say  they  make 
me  rather  negligent  of  life  and  its  duties,  but  then,  what 
does  that  matter?    The  bilious  turns  do  no  harm  to  anyone." 

We  may  say,  therefore,  that  the  vague  warning  of  some- 
one being  behind  him  was  concerned  with  an  unconscious 
desire  to  be  pushed  to  get  a  thrill  of  satisfaction. 
The  thrill  is  but  a  substitute  for  his  earliest  desire  and 
pleasure  at  being  tossed  about  by  the  mother,  who  in  turn 
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was  the  subject  of  his  infantile  idolatry.  The  intense  long- 
ing- for  her  was  then  repressed  when  he  found  that  her 
occasional  absence  caused  him  so  much  pain.  It  may  be 
said  that  the  aura  here  behaved  much  like  a  neurotic  symp- 
tom as  MacCurdy  has  contended.*  It  might  be  added  that 
this  aura  has  not  reappeared  before  attacks  since  the  above 
analysis,  although  the  unconscious  prompting,  "You  may 
have  an  attack,''  etc.,  still  persists  as  well  as  other  vague 
herald  symptoms  akin  to  this  idea. 

One  finds  in  this  boy  a  noteworthy  illustration  of  that 
which  is  frequently  encountered  in  the  psychic  life  of  many 
epileptics,  namely,  either  an  attenuated  desire  to  reach  out 
into  the  world  about  them,  or  an  abbreviated  excursion  of 
the  social  instinct  that  goes  little  further  than  the  parent. 
Often  it  is  too  intensely  manifested  solely  toward  the  parent, 
or  what  is  still  more  common,  it  is  soon  withdrawn  from 
even  this  attachment  and  returns  to  be  centered  upon  the 
epileptic  himself,  producing  the  classic  egocentric  make-up 
with  its  peculiar  character  distortion/*" 

The  crippling  influence  of  such  an  intensive  and  early  re- 
repression  of  this  boy's  emotions  was  shown  not  alone  in 
his  inability  to  objectivate  his  love-instinct  and  a  failure  to 
gain  a  good  social  rapport  with  the  boy  group:  It  also  soon 
hindered  his  intellectual  development  as  shown  in  actual 
school  work.  There  were  soon  evidenced  new  stresses  and 
humiliations,  which  in  turn  increased  and  enlarged  his  dis- 
.  ease.  Here  again  one  sees  that  the  egocentricity  of  the 
epileptic  is  not  that  he  lacks  emotional  feeling,  but  that  it  is 
wrongly  directed.  As  he  grows  up  his  enlarged  emotional 
power  is  turned  back  upon  himself,  often  increasing  his 
innate  sensitiveness  and  other  egocentric  habits  of  feeling 

*  John  T.  MacCurdy:  Diagnostic  Significance  of  Sensory  Auraein  Epilepsy.*' 
+  Another  illustration  of  very  early  emotional  repression  is  that  of  a  girl 
who  became  grand  mal  epileptic  at  IT.  She  also  possessed  the  egocentric 
and  sensitive  make-up  from  earliest  childhood,  and  became  openly  epilep- 
tic after  an  intensive  effort  to  enter  college  by  doing  two  years'  work  in  one. 
Regarding  her  emotional  life,  she  said:  "  I  was  intent  upon  becoming  a  part  of 
the  social  world  about  me.  and  at  7  years  of  age  I  remember  earnestly 
beseeching  my  mother  to  help  me  to  understand  things,  to  show  me  how  to 
make  the  proper  contact  with  my  playmates,  and  just  how  I  was  to  go  about 
it.  She  said  such  talks  would  be  of  no  use  to  me,  I  was  simply  to  be  a  non- 
inquiring,  obedient  girl  and  everything  would  all  become  plain  to  me  some 
day.  I  just  shut  up.  then  and  there,  and  never  tried  to  understand  things  or  to 
find  the  proper  social  adjustments  thereafter.''    It  is  unnecessary  to  say  that 
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and  conduct.  Later  in  the  life  of  such  epileptics  the 
periodic  attacks  may  by  courted  as  a  partial  release  of  the 
extra  tension  of  emotional  feeling  not  otherwise  normally 
directed.  Still  further,  the  attacks  themselves  not  only  re- 
lieve tension,  but  are  often  actually  described  by  the 
patient  as  pleasurable.  It  is  a  noteworthy  fact,  corrobo- 
rated by  many  observers,  that  in  many  epileptics  the  seiz- 
ures relieve  the  previous  emotional  tension,  and  act  as  a 
sort  of  emotional  cathartic.  The  epileptic  seems  to  get  a 
positive  gratification  in  the  attack:  The  sting  of  the  stress 
he  may  have  previously  experienced  is  removed,  and  annoy- 
ing incidents  are  forgotten  or  they  are  but  half  remem- 
bered. In  some  instances  amnesia  succeeds  as  a  protective 
curtain  hung  between  the  patient  and  his  intolerable 
wrongs  or  humiliations.  Although  the  mechanism  is  mor- 
bid and  crude,  it  is  not  unlike  many  another  psychotic  re- 
gression or  evasion  when  life's  too  insistent  demands  are 
encountered. 

We  must  freely  admit  the  foregoing  conscious  expres- 
sions of  pleasure  at  having  attacks  which  the  epileptics 
cited  have  imparted,  are  rather  unique  in  clinical  experi- 
ence and  are  drawn  from  a  large  material,  but  they  are  suffi- 
ciently pertinent  to  be  taken  account  of  in  the  psychologic 
study  of  epilepsy.  It  makes  us  keener  to  examine  the 
unconscious  content  which  may  be  spontaneously  produced, 
or  which  may  be  forced  during  the  slight  and  transitory 
delirious  episodes  independent  of,  or  associated  with,  seiz- 
ures in  epileptics.  There  are  but  few  epileptics  who  can 
not  be  induced  to  give  us  a  content  in  the  milder  attacks. 
It  must  be  admitted,  however,  as  a  usual  experience  the 

this  woman,  now  in  middle  life,  is  obviously  cold  and  emotionless  in  any  large 
social  sense  and  has  periodic  grand  mal  seizures  whenever  physical  and 
emotional  stress  is  heaped  upon  her.  Nearly  every  automatic  bodily  process, 
vasomotor,  gastric  and  neuromuscular,  is  disturbed  at  the  crises.  The  primi- 
tive and  dwarfed  emotional  life  in  such  cases  is  enormously  difficult  of  proper 
training  and  development.  Some  may  say  that  all  these  defects  are  but  a 
part  of  a  neural  degeneration  in  the  cortex,  but  most  frequently  even  by  the 
finest  technique,  somatic  changes  in  the  brain  of  such  subjects  are  wanting. 
In  the  absence  of  somatic  proof  (though  if  present  I  fail  to  see  what  we  would  do 
about  it  somatically),  is  it  not  better  to  handle  the  psychic  symptoms  so  far  as 
possible  by  a  common-sense  training,  and  teach  such  individuals  a  proper 
mental  hygiene,  which  has  already  proven  so  fruitful  in  an  analogous  field  of 
education,— that  of  dementia  praecox  individuals,  such  as  Bleuler  and  Jung 
connoted  from  their  analysis  of  case  material. 
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grand  mal  attacks  have  no  content.  After  a  grand  mal 
the  return  to  consciousness  is  usually  cloaked  by  a  pro- 
tective sleep  or  lethargy,  and  as  soon  as  this  wears  away 
the  patient  is  fully  conscious  and  therefore  can  give  no 
account  of  the  preceding  unconscious  period.  Again, 
even  in  mild  petit  mal,  normal  consciousness  is  commonly 
recovered  so  quickly  that  no  sufficiently  long  intermediate 
or  twilight  zone  persists  during  which  the  patient  can  be 
induced  to  talk.  This  twilight  state  seems  to  be  necessary 
for  our  study  in  order  that  the  distorted  and  transformed 
content  of  the  unconscious  period  may  be  formulated  and 
imparted  to  the  observer.  However,  in  our  study  upon  a 
small  but  selected  material  for  the  past  few  years  it  has 
become  increasingly  clear  when  this  content  can  not  be 
obtained  from  an  individual  patient,  that  the  minor  and 
more  protean  epileptic  episodes  of  irritation  and  annoy- 
ance— heralds  of  outspoken  attacks — are  also  capable  of 
analysis.  Obviously  the  difficulties  of  handling  the  lat- 
ter are  greater,  as  has  been  so  frequently  pointed  out  in 
the  psychic  interpretations  of  phantasies,  day  dreams,  and 
even  made-up  dreams  in  psychoneurotics  as  compared  to 
night  dreams.  Fortunately,  in  epileptics  one  has  the 
advantage  of  analyzing  more  crass  conflicts  as  compared 
with  those  found  in  most  neurotics.  Furthermore,  the  epi- 
leptic has  a  simpler  emotional  pattern  and  his  resistances 
are  less  and  more  superficial  than  the  neurotic's.  On  the 
other  hand,  however,  the  roots  of  his  conflicts  are  deeper 
and  are  such  an  organic  defect  in  the  personality  as  not  to  be 
strictly  analyzable  in  a  psychoanalytic  sense.  Rather  one 
would  say  that  the  method  is  an  intensive  exploration  of 
the  conscious  and  foreconscious  life.  However,  sufficient 
can  be  accomplished  by  this  method  of  approach,  I 
believe,  to  make  it  a  sound  therapeutic  procedure  for  the 
mental  treatment  of  epilepsy.  Of  course  such  a  study 
must  always  be  preceded  and  supported  by  a  complete  and 
exhaustive  clinical  history  in  every  case.* 

*  It  is  surprising  that  no  similarly  complete  studies  upon  the  spontaneous 
productions  of  deliria  either  in  febrile  or  psychogenic  states  have  as  yet  been 
undertaken.  MacCurdy's  case  of  a  long  continued  epileptic  deliria  is  the  only 
data  I  have  been  able  to  rind.  I  wish  to  acknowledge  the  great  assistance  Dr. 
MacCurdy  has  been  to  me  in  studving  the  mental  content  in  transitory  epilep- 
tic deliria. 
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During-  the  automatic  part  of  a  mild  seizure  the  trained 
observer  notes  as  a  common  experience  that  the  patient  does 
and  says  apparently  meaningless  things.  Most  frequently 
during  this  state  the  epileptic  voluntarily  says  little;  he 
appears  abstracted,  looks  about  with  a  vague  air  of  curiosity, 
feels  in  his  pockets,  makes  efforts  to  unclothe  himself,  or 
gropes  about  as  if  seeking  for  some  lost  object .  Usually  at  the 
cessation  of  the  convulsion  the  patient  assumes  a  silly,  vac- 
uous, pleased  appearance,  as  if  he  heard  or  remembered  some- 
thing, and  is  just  short  of  an  open  exhibition  of  pleasure. 
This  period  of  satisfied  expression  is  rapidly  passed  as  the 
patient's  actsbecome  more  purposeful  and  his  interests  are 
more  consciously  definite.  Then  succeeds  a  state  of  annoy- 
ance, disgust,  and  dissatisfaction.  The  patient  is  still 
confused  and  disoriented  though  often  he  makes  known  his 
thoughts  and  feelings  in  a  disjointed  manner.  His  ideas,  then, 
.for  the  most  part  are  about  that  which  may  have  transpired 
just  before  the  attack,  or  he  assumes  to  take  part  in  the  current 
interests  of  those  about  him.  With  this  latter  state,  and  its 
slow  transformation  to  normal  or  interparoxysmal  interests, 
we  are  not  at  present  concerned.  It  is  the  state  of  more  or 
less  complete  disorientation  and  evidenced  satisfaction  that 
precedes  this  last  period  which  is  our  present  interest. 
While  in  this  state,  if  the  patient  does  not  voluntarily  speak, 
he  busies  himself  with  his  person  or  objects  about  him. 
We  must  now  gently  urge  or  encourage  him  to  speak 
of  his  automatic  acts.  One  asks:  ' '  What  are  you  doing  ? ' * 
"What  are  you  thinking?"  "What  has  happened?" 
and  a  series  of  similar  questions,  urging  him  to  disclose 
the  meanings  of  his  acts  or  the  facial  expression  he  may 
have  manifested.  Almost  without  exception  the  patient 
answers  in  a  disjointed  way,  and  these  remarks  are  often 
in  the  optative  mood.  He  says:  "I  am  trying  to,"  "I 
want  to,"  "I'd  like  to,"  "  I  wonder,"  or  "  I  thought  " 
so  and  so.  It  is  unnecessary  to  say  that  no  suggestive 
questioning  should  be  adopted  to  influence  or  stimulate  any 
particular  line  of  thought,  although  this  injunction  is  perhaps 
superfluous  except  to  keep  the  observer  from  obstructing 
the  patient's  flow  of  content,  inasmuch  as  the  epileptic  in 
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such  a  state  is  nonsuggestible  and  commonly  takes  guid- 
ance and  direction  of  any  sort  very  poorly  in  any  stage  of 
the  post-seizure  automatism  (friends  and  attendants  have 
only  too  often  learned  this  to  their  own  physical  discomfi- 
ture.) However,  the  spontaneous  acts  or  utterances  are  to 
be  the  guide.  If  the  patient,  as  occasionally  happens, 
assumes  only  a  dazed,  silly  expression,  then  one  may  sim- 
ply ask,  "Of  what  are  you  thinking?"  or  "What  is  in 
your  mind  ?  "  Oftentimes,  when  the  patient  seems  inclined 
to  sink  into  a  stuporous  lethargy  or  somnolence,  one  may 
gently  stir  him  up,  for  the  state  in  which  one  may  possibly 
recover  mental  content  is  often  all  too  brief.  In  many 
instances  under  ideal  conditions  one  may  fail  to  get  enough 
material  for  adequate  investigation  afterward.  If  the  patient 
merely  mumbles  or  repeats  a  single  word,  it  may  be  imi- 
tated by  the  observer  and  then  the  patient  can  be  asked 
what  it  means,  etc.  Thus  by  assuming  a  patient,  gentle, 
coaxing,  paternal  attitude,  even  in  the  most  unfavorable 
opportunities  a  content  or  a  piece  of  one  may  be  obtained. 
Even  though  but  a  few  words  are  spoken,  these  may  prove 
very  valuable  indeed  when  free  association  of  the  content  is 
finally  undertaken  afterwards.  Usually,  however,  when 
the  patient  has  once  begun  to  unburden  his  mind  a  series 
of  cryptic  phrases  may  be  elicited. 

So  soon  as  the  patient  begins  to  speak  freely  and  con- 
nectedly of  his  ideas,  and  particularly  when  he  changes 
into  the  past  tense,  he  is  then  probably  rationalizing  his 
past  thoughts  in  order  to  make  them  more  acceptable  to 
everyday  consciousness.  To  detect  this  alteration  in  the 
mechanism  is  also  very  valuable,  but  at  present  is  beside 
our  immediate  purpose.  Not  infrequent^  the  period  or 
state  when  one  may  get  a  content  before  automatic  repres- 
sion sets  in  endures  but  a  few  seconds;  if  the  observer  is 
not  quick  he  may  miss  his  chance  entirely.  However, 
with  repeated  practice  one  soon  gets  to  be  an  adept,  and  I 
venture  to  say  that  any  experienced  person  can  get  a  men- 
tal content  in  every  epileptic  with  petit  mal  attacks, 
although  this  may  not  hold  true  at  the  occurrence  of  every 
isolated  attack.    It  is  fortunate  that  an  episodic  content 
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here  and  there  is  quite  sufficient  for  our  analytic  and  thera- 
peutic purpose,  inasmuch  as  by  forcing  a  content  into  the 
open,  as  it  were,  may  be  harmful,  necessitating  as  it  does  a 
temporary  disturbance  in  the  ordinary  progress  of  an 
immediate  succession  of  quiet  sleep  which  is  the  natural 
mode  of  recovery  after  a  petit  mal.  Forcing  a  content  too 
insistently  and  frequently  may  unduly  excite  and  fatigue 
the  patient.  One  may  rest  assured,  however,  that  his 
temporary  disturbance  is  usually  compensated  for  to  the 
patient's  lasting  advantage  in  the  psychotherapeutic  talks 
which  should  follow.  Whenever  an  epileptic  says  the 
same  thing  or  goes  through  identically  the  same  perform- 
ance in  his  post-seizure  automatism,  one  may  be  fairly  sure 
that  his  engrossment  with  such  thoughts  and  acts  is  really 
an  intimate  part  of  his  unconscious  striving,  for  this  is 
essentially  the  significance  of  the  mental  content  of  epilep- 
tic attacks. 

Usually  every  patient  follows  a  more  or  less  definite  pat- 
tern of  automatism  of  the  same  degree  of  severity  of  attacks. 
These  definite  acts  or  remarks  are  as  commonly  present 
as  the  convulsive  pattern  of  the  seizure  itself.  There  are, 
as  is  well  known,  many  modifications  of  the  severity  of 
the  petit  mal;  in  consequence  different  levels  of  unconscious 
strivings  are  tapped.  In  time  one  may  get  to  recognize 
these  varying  levels  and  govern  the  interpretation  accord- 
ingly. Everything  being  equal,  however,  the  mildest 
attacks  of  petit  mal  bring  out  a  content  most  compatible 
with  conscious,  every  day  desires  and  engrossments.  It 
may  be  said  that  even  in  the  most  profound  grand  mal 
if  one  exercises  due  care  and  patience  he  may  break 
in  upon  the  stage  of  coma  or  sleep  at  the  right  time 
and  obtain  a  fragment  of  a  content.  This  has  already 
been  done,  but  the  material  thus  obtained  is  extremely 
difficult  of  analysis  and  most  frequently  it  is  of  such  an 
archaic  and  crude  type  of  thought  that  it  as  yet  has 
yielded  but  little  of  positive  value.  Many  amateur  observers 
failing  to  get  an  immediate  response  from  the  patient, 
claim  that  no  content  can  be  obtained.  Here  one  must 
caution  that  the  reaction-time  in  getting  an  epileptic  to 
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reply  to  a  certain  definite  stimulus  is  often  immoderately 
long  even  in  the  interval  state  between  seizures,  and  the 
reply  in  an  actual  attack  or  in  the  post-automatic  state 
may  be  even  longer.  Indeed,  the  delayed  response  may 
be  so  long  that  the  patient's  answer  may  be  entirely  swal- 
lowed up  by  the  returning  consciousness  and  thus  be  com- 
pletely inhibited  before  the  observer  can  get  it  fairly  out  in 
the  open.  Hence,  trying  to  get  mental  content  in  deterio- 
rated cases  often  gives  one.  poor  results,  both  in  quantity 
and  quality,  and  what  is  more  to  be  regretted,  when  it  is 
finally  obtained,  its  therapeutic  use  is  greatly  impaired 
on  account  of  the  patient's  inability  to  make  better  life 
adaptations  owing  to  his  rigid  attitude  toward  correcting 
the  faults  disclosed. 

One  may  know  when  the  fruitful  period  for  gaining  con- 
tent is  nearing  an  end,  or  has  entirely  ceased,  by  the 
patient's  assuming  an  annoyed  attitude  at  being  questioned. 
He  grows  restless  or  openl}7  resistive,  or  actually  begins  to 
take  up  again  his  pre-paroxysmal  occupation.  Once  con- 
scious repression  is  again  in  full  sway,  nothing  further  can 
be  gained  by  added  inquiry,  even  though  the  material 
obtained  may  have  been  very  incomplete.  One  should 
remember,  as  in  dream  material,  that  the  content  is  but  a 
partial  disclosure  of  a  striving,  and  one  may  never  hope  to 
make  it  as  complete  as  in  the  prolonged  epileptic  deliria 
independent  of,  or  after  a  series  of  attacks.  Further,  it 
must  be  stated  that  precious  time  is  often  lost  by  the  very 
paraphrastic  state  so  frequently  an  accompaniment  and  so 
characteristic  of  the  epileptic  state  as  a  whole.  When  this  is 
rendered  more  patent  in  the  isolated  attack  and  becomes  a 
stumbling  block,  one  may  gain  an  increased  substance  of 
material  by  encouraging  the  patient  to  draw  diagrams,  or 
otherwise  pantomime  his  thought  or  desire;  this  aid  will  be 
illustrated  later.  It  is  unnecessary,  perhaps,  to  say  that  the 
getting  of  content  should  be  at  a  time  when  the  patient  can  be 
most  free  from  outside  distraction  or  personal  annoyance. 
Gently  inducing  the  patient  to  sit  or  lie  down  during  the 
inquiry  is  perhaps  the  best  setting,  supposing,  of  course, 
that  he  is  willing  to  do  so,  which  is  most  frequently  the 
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case.  At  all  odds,  if  he  seems  to  want  anything  or  desires 
to  move  about,  this  must  likewise  be  permitted. 

Having  laid  down  some  of  the  general  principles  which 
may  serve  as  guides  in  obtaining  the  mental  content 
in  the  epileptic  attack,  we  may  now  take  up  some  individ- 
ual case  studies.  There  are  practically  three  main  divi- 
sions of  psychic  events  to  be  considered  in  handling  the 
individual  epileptic:  (l)  The  remote  and  immediate 
stresses  that  aggravate  and  promote  the  occurrence  of  indi- 
vidual epileptic  reactions.  In  doing  this  one  needs  to 
inquire  especially  into  the  kind  and  degree  of  the  mental 
make-up  of  the  epileptic.  (2)  We  may  then  consider  the 
actual  mental  content  obtained  in  the  specific  attack,  and 
(3)  the  early  or  ultimate  free  association  upon  the  essential 
words  or  ideas  expressed  in  the  content.  The  various 
associated  ideas  which  the  patient  has  given  may  then  be 
variously  grouped  and  re-presented  to  the  patient,  and  one 
may  then  ask  him  what  instances  during  his  life  these  ideas 
connote.  In  most  instances  an  elaborate  re-presentation 
is  unnecessary,  as  the  patient  of  his  own  accord  will  have 
noted  the  significance  and  bearing  to  which  the  associated 
facts  point  long  before  this  stage  of  analysis  is  reached. 
The  epileptic's  conscious  resistance  to  the  episode  thus 
reconstellated  is  rarely  very  great  as  is  so  often  found  in  the 
neurotic.  Rather  does  he  only  too  frequently  admit  the 
true  nature  of  the  conflict  previously  experienced  and  does 
so  in  such  a  crude  and  affectless  manner  that  one  doubts 
whether  he  really  appreciates  the  conflict  in  its  proper  and 
true  relations  so  that  he  may  gain  an  adequate  reconstruc- 
tion of  conduct  afterward.  It  is  just  this  point  that  marks 
the  sharp  difference  between  the  analysis  of  the  mental  content 
of  epileptics  and  the  dream  analysis  in  hysterics.  As  is 
well  known,  in  the  latter  analysis  one  is  often  perturbed  at 
the  emotional  violence  with  which  the  hysteric  releases  his 
affect,  while  on  the  contrary  in  epileptics  one  is  often  dis- 
couraged that  the  recalled  episode  is  not  more  violently 
reacted  to.  The  epileptics  simply  say:  "Oh,  yes,  I  see; 
I  understand,''  or  "  Yes,  I  did  feel  pretty  well  stirred  up 
about  it  at  the  time,  but  it  doesn't  matter  now."  This 
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attitude  is  quite  in  accord  with  the  often  apparent  little 
insight  which  the  epileptic  gains  toward  his  disease  per  se 
and  its  destructive  influences.  Indeed,  the  attitudes  toward 
the  conflict  and  the  resultant  disease  are  probably  closely- 
related.  It  is  not  improbable  in  just  such  extreme  cases 
that  prognosis  for  recovery  is  poor.  The  majority  of  epi- 
leptics, as  deterioration  advances,  sooner  or  later  assume 
an  indifference  to  their  past  conflicts  and  seemingly 
let  the  seizure  episodes  form  an  integral  part  of  their 
character  and  life.  Hence,  as  before  stated,  our  present 
study  and  psychologic  therapy  is  not  so  applicable  to 
deteriorated  or  advanced  cases  of  epilepsy  as  in  acute 
cases.  The  very  fact  that  probably  all  epileptics  are  never 
so  seriously  concerned  about  having  their  disease  as  are 
their  relatives  and  friends,  and  lack  the  great  concern 
which  psychoneurotics  assume,  indicates  that  in  epilepsy, 
considered  psychobiologically  at  least,  we  are  dealing  with 
a  disorder  that  transcends  the  depth  and  breadth  of  any 
neurosis. 

The  following  case  well  illustrates  the  mechanism  of 
stress  and  annoyance,  and  a  regression  to  the  puberty  con- 
flict and  its  incomplete  mastery.  It  also  opens  the  way  to  a 
therapeutic  training  of  no  mean  proportions. 

Case  I  is  that  of  a  boy  of  16  who  has  had  grand  and  petit 
mal  epilepsy  for  four  years,  the  disease  coming  on  at 
puberty.  In  one  of  his  characteristic  mild  attacks,  the  boy 
stood  still,  appeared  dazed  for  a  moment,  then  fumbled  about 
his  clothes.  When  asked  what  he  was  doing  or  thinking 
about,  his  only  reply  was  "  I  feel  as  though  I  want  to  go 
to  the  toilet."  The  dazed  state  lasted  for  half  a  minute 
after  this  statement  was  made.  There  had  been  some 
slight  clonic  movements  that  involved  the  right  arm  and 
head.  The  seizure  ended  by  his  breathing  deeply  several 
times,  and  this  was  followed  by  an  excited,  apprehensive 
look  about  him.  Three  or  four  minutes  after  the  attack 
he  related  the  following  when  asked  to  tell  what  had  hap- 
pened before  it  came  on. 

"I  was  standing  outside  the  office  door  waiting  to  be 
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called  in  by  the  doctors,  as  I  was  told  I  might  be  examined. 
I  went  to  the  toilet  and  while  there  a  little  boy  came  in 
and  we  got  to  talking.  He  told  me  that  he  heard  I  wasn't 
going  to  the  field  to-morrow  to  play  in  the  hay  stack,  and 
this  made  me  mad  and  I  felt  as  if  I  wanted  to  do 
something  to  him.  I  saw  his  coat  lying  on  the  radiator, 
and  I  picked  it  up  to  do  something  with  it.  I  began  to 
walk  away  with  it  and  then  the  thought  came  to  me  that 
I  had  better  not  do  anything  to  "it  because  the  boy  might 
get  mad,  so  I  just  hung  it  behind  the  door  where  he  could 
not  see  it  when  he  came  out.  Then  I  thought  that  when 
he  came  out  and  could  not  find  his  coat  he  would  say  some- 
thing to  me  about  it,  and  just  then  I  felt  this  seizure  coming 
on  and  I  felt  as  if  I  wanted  to  go  to  the  toilet  as  I 
always  do  when  the  turns  come  on;  I  felt  as  if  I  wanted 
to  urinate. " 

As  soon  as  the  patient  had  fully  recovered  from  the 
attack  he  was  asked  to  give  associations  to  the  idea  of 
"  wanting  to  urinate."  He  said:  "  It  makes  me  think  of 
whether  I  want  to  urinate  now  or  not — whether  I  want 
to  go  to  the  toilet  now  or  not  (a  frightened  look 
appeared,  and  he  moved  about  on  his  chair  in  a  restless 
manner) ;  thinking  about  my  bowels — if  I  have  the  feeling 
to  go  now  or  not;  about  what  you  (the  observer)  are  writ- 
ing there  on  the  paper — what  you  are  writing — that  you 
might  be  asking  about  that  boy  that  I  took  his  coat — that 
the  boy  might  be  over  at  the  hay  stack  to-day.  I  think 
of  that  greedy  thing  I  did  with  his  coat — thinking  whether 
I  might  be  wanted  downstairs  now  or  not  (again  becomes 
restless  and  looks  as  if  he  would  like  to  get  up  and  leave 
as  the  interview  was  getting  painful.)  I  saw  your  shoes, 
and  thought  you  might  want  a  shine,  as  I  shine  shoes. 
(Here  he  was  reminded  of  the  idea  to  which  associations 
were  desired.)  How  long  will  it  be  until  I  will  have  to  go 
to  the  toilet  again  ?  Sometimes  when  I  am  in  the  toilet 
I  find  some  white  stuff  on  my  private  and  I  think  when  I 
take  a  bath  I  will  wash  that  off — sometimes  when  I  am 
in  bed  I  play  with  it,  for  it  gets  stiff  and  I  hold  it  down 
so   I  won't  play  with  it   because  I  know  that's  bad. 
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My  mother  use  to  tell  me  that  playing  with  that  made  the 
spells  come  on,  and  I  stopped  it.  I  never  play  with  it  in  the 
toilet,  because  someone  might  see  me  and  then  I  would  be 
sent  to  the  hospital.  A  boy  was  sent  to  the  hospital  for 
that  yesterday.  So  I  play  with  it  at  night,  just  sort  of  roll 
it  with  my  hands  to  get"  it  good  and  stiff;  then  I  think  it's 
not  right,  and  I  try  to  think  of  something  else.  I  heard 
how  a  boy  took  another  boy  and  played  with  him  like 
that — that  I  had  better  not  do  it  or  I  would  get  put  in  the 
hospital.  I  think  that  it  might  bring  on  the  seizures  if  I 
did  it.  I  try  to  stop  it.  I  first  started  when  I  was  ten 
years  old  but  stopped  when  my  mother  told  me  it  would 
cause  the  spells.  Then  I  started  it  again  two  or  three 
months  after  I  came  here.  I  can't  sleep  sometimes,  so 
then  I  play  with  myself." 

This  patient  states  that  in  the  attacks  he  feels  his  tongue 
pressing  against  his  teeth,  as  if  something  were  holding  it 
down.  When  he  tries  to  stop  masturbating  he  holds  the 
genitals  down  with  both  hands  and  at  the  same  time 
presses  his  tongue  against  his  teeth  to  help  him  suppress  the 
act. 

The  foregoing  case  is  given  in  extenso  to  show  a  common 
type  of  conflict  in  the  epileptic  content.  The  expres- 
sion, "  I  felt  as  if  I  wanted  to  go  to  the  toilet  to  urinate," 
was  really  the  unconscious  desire  to  masturbate,  that 
the  repression  from  his  conscious  conflict  brought  up 
his  former  difficulty  with  his  sex  life  and  a  probable  repres- 
sion against  doing  this  act  provoked  the  fit  that  here  is  a 
sort  of  vicarious  libidinous  substitute.*  It  maybe  possible 
that  the  tongue  symptom  is  not  solely  a  repressive  mechan- 
ism which  he  uses  consciously  to  help  him  master  his  self 
pollutions;  it  may  be  a  turgescent  phallic  symbol  to  aid  or 
gratify  the  libidinous  act  unconsciously.  However  that 
may  be,  we  have  here  an  excellent  example  of  the  common 
mechanism  by  which  an  attack  takes  place.    First,  there 

*  It  is  a  fairly  well  known  fact  that  an  intensive  repression  of  an  unconscious 
desire  when  it  would  seek  expression  is  disposed  of  in  many  ways.  One  of  the 
ways  in  the  unstable  epileptic  is  by  having  an  attack.  This  has  been  illustrated 
fully  in  a  series  of  cases  as  reported  in  my  "Clinical  Studies  in  Epilepsy," 
monograph  published  by  Utica  State  Hospitals  Press,  Cases  I  to  VI,  pp. 
21-44  ;  reprinted  from  Psychiatric  Bulletin,  January,  1916  to  January,  1917. 


502 


is  the  annoyance  of  the  tannt  that  our  patient  was  not 
going  to  the  hay  stack  party.  The  boy  reacted  to  this  ex- 
clusion just  as  he  had  to  the  greater  one  of  sexual  prohi- 
bition by  the  parent.  He  permitted  himself  a  partial 
retaliatory  measure  of  mislaying  his  tormentor's  coat — not 
destroying  it  or  completely  hiding  it,  but  the  compromise 
of  mislaying  it.  The  incomplete  satisfaction  of  his  getting 
square  with  the  tormentor  left  him  with  some  feelings 
which  had  to  be  repressed.  In  consequence  he  felt  as 
if  he  wanted  to  go  to  the  toilet  but  under  the  guise 
that  it  was  to  urinate  when  probably  it  was  the  more  insist- 
ent desire  to  masturbate.  Thus  the  added  need  of  repres- 
sion of  the  desire  to  retaliate  at  the  boy's  taunt  (the 
mother's  prohibition  in  the  unconscious)  rather  than  the 
irritation  per  se  that  brought  on  the  tit.  This  would  not 
be  sufficient  to  produce  a  fit  had  the  sexual  adjustment  at 
puberty  been  properly  met.  Moreover,  even  then  it  would 
not  have  caused  a  fit  disaster  if  the  fundamental  make-up 
of  the  epileptic  with  its  extraordinary  handicap  of  super- 
sensitiveness  had  not  formed  a  bottom  soil  quite  ready  to 
respond  in  this  particular  manner  to  such  a  life  stress. 
Strange  as  it  may  seem  to  many,  we  can  not  insist  too 
strongly  that  the  ordinal  immediate  stimulus  to  the  fit  in 
epileptics  is  not  the  irritation  per  se,  but  the  repressive 
effort  not  to  respond  to  the  irritative  stress  which  the  epi- 
leptic feels  and  which  if  fully  allowed  expression  would 
probably  be  of  such  violence  that  it  would  be  too  exces- 
sive— so  excessive  as  to  be  too  painful  or  humiliating.* 

This  repressive  mechanism  in  its  continual  and  un- 
natural perturbations  continues  to  further  sensitize  the  epi- 
leptic and  accounts  possibly  in  no  small  degree  for  the 
extreme  lability  of  the  epileptic  mood,  which  is  so  ex- 

*  In  many  epileptic  children  who  have  a  tendency  to  exhibit  tantrums,  parents 
are  often  surprised  to  find,  under  a  repressive  regime  applied  to  the  tantrums, 
that  so  soon  as  the  tantrums  are  less  in  evidence  the  epileptic  attacks  are  more 
frequent  and  severe.  This  fact  but  shows  that  the  repressive  measures  em- 
ployed in  the  child's  training  have  driven  it  to  seek  a  more  intensive  outlet  of 
mental  catharsis  by  way  of  attacks,  formerly  in  part  dissipated  by  means  of 
tantrums.  A  more  rational  method  of  handling  tantrum  episodes  has  been  out- 
lined elsewhere.  (See  monograph,  Utica  State  Hospitals  Press  1917,  "  Clinical 
Studies  in  Epilepsy,"  Section  VII,  "  Some  Therapeutic  Suggestions  on  the 
Mental  Therapy  of  Essential  Epilepsy;"  also,  "Care,  Treatment  and  Manage- 
ment of  Epileptics,"  Interstate  Medical  Journal,  February,  1918. 
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quisitively  portrayed  by  Dostcevsky  in  his  character  Myshkin 
of  "The  Idiot." 

In  time  many  epileptics  acquire  so  supersensitive  a  mental 
state  that  even  the  most  trivial  accessions  of  repression 
may  precipitate  an  attack.  For  instance  the  patient  men- 
tioned in  my  footnote  (page  491)  said  that  though  she  is  now 
so  much  improved  that  many  upsetting  episodes  no  longer 
induce  her  grand  mal  or  petit  mal  (which  later  she  calls 
aurse),  yet  there  are  past  circumstances  which  if  she  allows 
her  mind  to  dwell  upon,  and  which  at  the  time  of  their  occur- 
rence she  had  repressed  the  desire  for  responding  to,  bring 
about  many  of  the  physical  symptoms  of  the  minor  attacks, 
such  as  flushing  of  the  face,  fullness  of  the  head,  rapid 
heart  action,  coldness  of  the  extremities,  etc.  In  some  epi- 
leptics these  old  conscious  conflicts  when  rearoused  must 
be  handled  with  greatest  care  lest  the  mere  recollection 
produce  attacks. 

In  the  slighter  losses  of  consciousness  the  level  obtained 
is  often  engrossed  with  the  purely  conscious  conflicts  of  the 
epileptic's  everyday  life.  A  few  illustrations  of  these 
milder  and  therefore  more  understandable  conflicts  will  be 
given  before  presenting  more  complicated  examples.* 

Case  II  is  that  of  a  young  man  of  24,  two  years  resident 
of  Craig  Colony.  His  parents  died  in  his  early  infancy, 
which  necessitated  his  being  reared  by  disinterested  rela- 
tives. For  a  short  period  before  admission  to  the  Colony 
he  resided  in  a  Catholic  church  home.  He  had  always 
been  a  sensitive  child,  and  because  of  his  early  orphanage 
keenly  felt  his  dependence.  His  sensitiveness  together 
with  the  disinclination  of  his  kin  to  assist  him  in  social 
adjustments  caused  him  to  repress  his  everyday  conflicts. 
Then,  too,  physical  punishment  was  administered  to  him 
rather  severely.  He  was  denied  many  of  the  harmless 
outlets  of  work  and  play  which  other  boys  were  permitted. 
He  was  even  treated  as  an  outsider  in  the  foster  family  in 
which  he  lived.  He  entered  school  at  7  and  though 
he  made  excellent  progress  in  his  studies  he  had  frequent 

*  The  clinical  notes  of  Cases  II  to  V  from  which  these  abstracts  have  been 
taken  were  kindly  furnished  me  by  Dr.  A.  L.  Shaw,  a  resident  physician  at  the 
Craig  Colony. 
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outbursts  of  irritability.  He  was  stubborn  and  hard  to 
control.  The  patient  in  recalling  his  boyhood  states  that 
between  the  ages  of  9  and  15  it  was  particularly  un- 
satisfactory and  painful.  Moreover,  he  admits  this  was  as 
much  due  to  his  own  peculiar  make-up  as  to  the  fault  of 
his  relatives.  His  matter-of-factness  of  mind,  as  well  as 
his  fatalistic  beliefs,  is  well  shown  in  his  frequent  reflec- 
tions upon  religious  matters  and  desire  for  death.  He  says: 
' '  I  was  frequently  kept  from  suicide  by  the  idea  that  no 
self-murderer  could  enter  the  Kingdom  of  Heaven."  He 
had  his  first  seizures  at  15  on  being  sent  to  live  with 
another  relative  where  he  had  fewer  physical  comforts  and 
the  members  of  the  household  were  less  compatible. 
Thereafter  the  seizures  increased  in  frequency,  occurring 
at  irregular  intervals.  After  nine  years  of  "tolerance" 
in  this  environment  he  was  sent  to  Craig  Colony.  On 
admission  he  was  found  to  be  apparently  normal  in  phy- 
sical development  and  intelligence.  He  had  a  fairly  good 
insight  into  the  defects  of  his  personality  (epileptic  make- 
up). Although  he  had  been  able  to  socialize  many  of 
these  defects,  the  latter  came  out  when  calmer  and  natural 
repression  was  perturbed.  During  the  initial  examination 
he  pressed  the  examiner  with  queries  whether  he  himself 
would  be  subject  to  mental  failure  like  those  patients  in 
whom  he  had  noted  marked  deterioration.  The  line  of 
questioning  this  patient  pursued  was  so  unusual  it  was  at 
first  thought  his  condition  might  be  hysteric  rather  than 
epileptic;  but  his  attacks  were  found  to  be  typically  epilep- 
tic, attended  by  tongue-biting  and  occasionally  voiding. 
Inasmuch  as  he  showed  such  keen  perception  and  was  so 
perturbed  by  what  he  had  observed,  unusual  pains  were 
taken  to  explain  the  main  reasons  why  patients  deteriorated 
and  the  methods  for  avoiding  such  an  outcome.*  He  still 
continued  to  be  much  disturbed,  however,  saying  that  prior 
to  coming  to  the  colony  he  had  been  totally  ignorant  that 
epilepsy  terminated  in  marked  mental  failure  and  that  what 
he  had  seen  caused  him  no  little  concern.    Repeated  assur- 

*John  T.  MacCurdy,  "A  Clinical  Study  of  Epileptic  Deterioration,'1  Psychi- 
atric Bulletin,  April,  1916;  Clark,  "Clinical  Studies  in  Epilepsy,"  Psychiatric 
Bulletin,  January,  1916  to  January,  1917,  Section  V. 


505 


ances  encouraged  him  temporarily,  but  he  frequently 
referred  to  the  subject  and  required  to  be  again  reassured. 
After  a  time  he  succeeded  in  apparently  repressing  this 
painful,  apprehensive  anxiety,  and  his  desire  to  talk  about 
it  only  recurred  at  times  of  great  fatigue,  solitude,  or  during 
pre-seizure  intervals.  He  soon  became  agreeably  employed 
at  carpentry,  and  was  efficient  and  productive  at  that  work. 
One  morning  while  at  his  bench  a  deteriorated  patient  came 
in  and  in  attempting  to  saw  a  board  severely  lacerated  his 
hand.  This  accident  immediately  brought  forth  again 
our  patient's  fears  as  to  whether  or  not  he  would  ever 
deteriorate  to  this  level  and  receive  self-inflicted  wounds  as 
a  result  of  his  lack  of  judgment.  This  thought  kept  coming 
to  the  fore  all  day  despite  heroic  efforts  at  repression. 
Shortly  after  supper  that  evening  a  mild  seizure  occurred, 
after  which  he  was  seen  pacing  up  and  down,  rubbing  his 
hands  and  executing  automatic  movements;  his  pupils 
were  dilated  and  his  general  attitude  was  one  of  resistance 
although  he  was  not  violent.  He  refused  to  talk  and  re- 
mained stoically  silent,  and  in  order  to  tranquilize  the 
patient  he  was  given  bromides  and  chloral.  He  slept  for 
nearly  eight  hours,  and  upon  awaking  had  three  incomplete 
grand  mal  attacks.  He  soon  lapsed  into  a  most  active 
delirium  accompanied  with  great  physical  restlessness;  he 
appeared  to  be  in  great  mental  anguish  and  cried  in  a  loud, 
excited  manner  for  over  three  hours:  "  It's  coming  !  It's 
coming  !  It  will  surely  get  me  !  I'm  mad  !  I  am  losing 
my  mind  !  My  God,  I'm  crazy  !  Can't  you  do  something 
for  me?  I  am  mad,  I  have  lost  my  mind,  save  me  !  "  A 
severe  grand  mal  convulsion  then  occurred,  after  which 
there  was  stupor  and  sleep  for  four  hours.  After  rest  and 
care  he  was  able  to  return  to  his  cottage  next  day.  He 
was  unable  to  recall  a  single  episode  that  occurred  during 
his  disturbance,  and  was  even  amnesic  to  the  incident  of 
the  fellow  patient  injuring  himself  in  the  shop.  However, 
when  the  content  of  his  delirium  was  recited  to  him  and  he 
was  pressed  for  association  to  it,  he  promptly  recalled  the 
incidents  narrated  herein,  beginning  with  the  accident 
followed  by  repression  and  fear,  and  fin  ally  recognized  that 
he  had  forgotten  it  all  following  the  seizures  and  delirium. 
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In  this  patient  we  see  the  harmful  stress  which  was 
incompletely  adjusted  and  which  refused  to  remain  re- 
pressed. Finally,  after  a  series  of  seizures,  a  transitory 
delirum  succeeded  in  which  the  content  was  the  substance 
of  his  former  anxiety  and  stress.  Only  after  a  severe  grand 
mal  attack  did  he  gain  full  release  of  the  repressed  content. 
The  delirium  and  seizure  discharge  would  probably  have 
been  a  setting  for  continued  conflict  had  not  a  full  insight 
been  brought  about  at  this  time.  The  conflict  was  gone  over 
in  minute  detail,  the  result  being  apparently  to  show  the 
patient  how  to  handle  this  particular  stress  as  well  as 
similar  ones  in  future.  Improvement  in  his  general  health 
and  diminished  seizure  frequency  have  been  noted  since 
this  explanatory  talk  was  given. 

Case  III,  a  man  now  27  years  old,  began  to  have  seiz- 
ures during  dietary  changes  in  infancy,  at  6  months  of 
age.  Infrequent  attacks  continued  during  childhood  and 
increased  during  puberty.  From  birth  he  was  a  passionate 
and  difficult  child.  At  the  age  of  16  deterioration  set  in,  and 
on  admission  to  the  colony  at  24  he  presented  characteristic 
somatic  and  mental  deterioration.  His  intelligence  was  fair, 
but  his  mentation  was  slow.  His  voice  was  monotonous 
(epileptic^  voice  sign*).  During  his  early  colony  adjust- 
ments he  was  at  times  irritable,  even  assaultive  and  was  ex- 
tremely stubborn  and  difficult  to  manage.  Just  previous  to 
a  mild  seizure  the  examiner  had  been  conversing  with  him, 
stating  that  he  was  about  to  see  this  patient's  relatives  and 
would  the  patient  like  him  to  take  a  message  to  his 
mother.  Gaining  no  immediate  response,  the  physician 
asked  if  he  were  contented  and  how  he  liked  colony  life  in 
general.  The  patient  appeared  lost  for  an  answer  for  a 
moment,  then  the  pupils  began  to  dilate,  the  neck  and  face 
muscles  became  rigid,  and  there  were  slight  convulsive 
movements  in  the  shoulders  and  arms  which  rapidly  passed. 
Consciousness  was  impaired,  and  he  appeared  ill  at  ease; 
he  remained  mute  to  all  inquiry,  and  a  pad  was  handed  to 
him  and  he  was  asked  to  write  his  feelings.  Slowly  he 
wrote  the  word  "Peter;"  further  down  on  the  page  he 

♦Clark,  '"The  Epileptic  Voice  Sign."  Medical  Record,  October  31,  1908. 
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wrote  "Donohue."  Half  an  hour  later,  when  conscious- 
ness was  fully  restored,  on  being  interrogated  the  patient 
disclaimed  any  knowledge  of  his  attack  and  was  astonished 
to  see  the  words  in  his  own  handwriting.  He  refused  to 
give  any  possible  associations  and  was  generally  inaccessi- 
ble. Inquiry  about  the  ward  revealed  the  fact,  however, 
that  an  attendant  named  Donohue  and  the  patient  did  not 
agree,  the  former  having  prohibited  the  patient  from  having 
certain  personal  belongings  which  he  prized.  The  patient 
had  written  to  his  father  vehement  denunciations  of  the 
attendant,  yet  had  never  complained  to  the  colony  physicians. 
When  the  name  Peter  was  mentioned  to  the  father  he  was 
prompt  to  associate  the  same  as  that  of  the  patient's 
uncle,  who  when  our  patient  was  a  young  lad  had  severely 
punished  him.  After  this  punishment  the  patient  dis- 
played great  animosity  toward  the  uncle,  and  had  even 
attempted  to  mutilate  the  tires  of  the  latter 's  automobile. 
The  father  had  supposed  the  patient  had  ceased  to 
remember  the  occurrence.  After  the  above  facts  had 
become  known  to  the  examiner,  the  patient  was  again 
approached,  to  clear  up  his  conflicts.  When  pressed  again 
and  again  to  give  associations  to  the  two  words  he  said 
emphatically:  "  I  hate  them  both."  He  refused  to  have 
any  further  analysis  of  his  difficulties. 

It  is  quite  likely  that  this  patient's  attitude  of  non- 
cooperation,  and  apparent  real  desire  to  retain  his  specific 
animus  are  backed  by  still  other  and  probably  deeper  con- 
flicts with  authority  which  will  necessitate  intensive  train- 
ing, as  well  as  explanatory  talks  to  alter  safely  his  asocial 
attitude.  In  just  such  cases  the  analysis  discloses  the  real 
great  fault.  No  doubt  the  mere  statement  that  the  physi- 
cian intended  visiting  his  parents,  the  unwillingness  to 
entrust  the  physician  with  his  numerous  complaints  and 
the  unsuccessful  repression  of  his  institutional  life  inflated 
still  deeper  and  more  potent  conflicts,  and  encouraged  them 
to  pierce  consciousness  in  an  attack;  hence  the  conglome- 
rate and  associated  mental  content  in  the  unconscious 
period,  "Peter — Donohue."  The  case  is  an  ideal  one  for 
continued  mental  training  to  make  the  patient's  difficulties 
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less  harmful  in  provoking  seizures  in  future.  If  we  shall 
find  in  such  patients  that  a  sublimation  is  not  possible 
and  social  maladjustments  can  not  be  corrected,  the  con- 
tinuance of  attacks  may  be  expected. 

Case  IV  is  that  of  a  young  man  age  21  years,  possessing 
normal  intelligence  but  distinctly  unstable  in  his  make-up, 
with  marked  supersensitiveness  and  inadaptability.  Dur- 
ing his  early  colony  life  he  was  rigid  in  his  reactions  and 
had  an  increase  in  frequency  of  seizures,  and  finally  eloped. 
It  is  interesting  to  note  that  during  the  days  just  prior  to 
running  away  he  was  under  the  stress  of  devising  ways  to 
do  so  and  had  several  mild  seizures,  but  so  soon  as  he 
started  on  his  actual  flight  and  roamed  about  the  country  in 
search  of  his  home  he  had  no  attacks.  During  this  period 
he  was  constantly  stimulated  by  thoughts  that  on  reaching 
home  all  would  be  well  and  his  conflicts  at  the  colony 
would  be  a  thing  of  the  past.  After  a  few  weeks  at  home  he 
came  in  contact  with  other  difficulties.  He  decided  that 
of  the  two  evils  the  colony  was  the  least  objectionable,  and 
accordingly  he  returned.  On  readmission  he  was  given 
an  explanatory  talk  and  was  strongly  urged  when  such 
conflicts  again  presented  that  he  confer  with  the  phy- 
sician and  also  attempt  spontaneously  to  develop  new 
interests  and  outlets.  He  was  then  assigned  to  work  in  a 
large  boiler  room.  Soon  after,  while  in  a  seizure  he  burned 
his  hands  by  contact  with  live  coals  among  the  ashes. 
While  on  his  way  to  work  a  few  days  later  he  had  a  mild 
attack;  he  staggered  about,  his  face  became  cyanotic. 
Before  consciousness  had  returned  he  was  interrogated  by 
the  physician,  and  began  to  mutter:  "Blisters,  burns, 
burns,  burns,  fire,  fire."  When  conscious  he  immediately 
associated  the  content  with  his  burn  during  the  previous 
attack,  and  said  that  he  had  lived  and  worked  in  fear  that 
a  subsequent  attack  would  precipitate  him  into  more  serious 
injuries  and  that  painful,  mutilating  burns  might  result. 
He  had  risen  to  prepare  for  his  work  when  these  fears 
again  filled  his  mind,  and  the  thought  became  so  painful 
that  just  before  the  attack  occurred  he  was  on  the  point  of 
turning  back  and  refusing  to  follow  such  employment. 
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Obtaining  the  content,  with  its  analysis,  in  this  case 
was  most  serviceable  in  choosing  and  changing  his  work. 
It  is  doubtful  whether  the  patient  would  of  his  own  volition 
have  asked  to  be  relieved  from  what  was  really  far  more 
detrimental  to  his  future  welfare  than  any  injur}'  by  burns. 

Case  V  is  that  of  a  youth  of  23  years  of  age,  who  has 
been  very  profitably  employed  in  the  colony  printing  shop. 
He  gradually  became  dissatisfied  with  his  work,  which 
seemed  to  impinge  upon  his  expressed  ideas  that  indoor 
work  was  either  detrimental  or  was  about  to  become  so  to 
his  physical  health.  Although  he  mildly  protested  he  was 
pressed  to  continue  his  work,  on  account  of  a  lack  of  avail- 
able efficient  patient  labor  in  this  line.  After  this  his  seiz- 
ures greatly  increased,  mild  attacks  at  times  occurring  in 
series,  then  severe  attacks  occurred  again.  During  the 
mild  serial  seizures  he  would  remain  for  days  in  his  cottage, 
resenting  any  suggestion  that  he  return  to  work,  but  after 
the  severer  attacks  he  could  be  induced  for  a  time  to  return. 

The  significance  of  the  above  was  not  appreciated  until 
on  one  occasion,  during  a  series  of  mild  attacks  he  mut- 
tered in  low  delirium:  "  Pry  or,  Burke,  Club,  Kane,  bas- 
kets." This  content  was  not  obtained  all  at  one  time,  but 
was  brought  out  during  several  seizures.  On  recovery 
from  the  series  an  attempt  was  made  to  have  him  con- 
sciously recall  his  productions  during  the  deliria,  but  he 
was  unable  to  do  so.  Then  he  was  given  the  words  which 
he  had  spoken,  and  he  at  once  gave  the  following  elaboration : 

"Doctor,  I  have  asked  you  several  times  to  take  me 
away  from  the  printing  shop  and  you  refused.  That  made 
me  more  discontented  then  ever.  I  am  really  afraid.  I 
have  written  my  sister  to  take  me  away.  I  like  it  here,  all 
but  my  work.  I  wish  I  could  be  given  work  outside. 
When  I  began  to  think  of  this  thing,  I  could  not  get  away 
from  the  idea  that  I  would  have  consumption  if  I  remained 
long  enough  at  the  printer's  trade.  Pryor,  you  know,  is 
the  name  of  our  tuberculous  pavilion.  I  have  often  looked 
at  this  and  wondered  if  I  would  ever  have  to  live  there, 
like  Michael  Burke  who  used  to  live  here  with  us.  Burke 
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told  me  he  does  not  like  the  Pryor,  as  those  patients  can 
not  coine  evenings  to  the  club.  If  I  was  not  allowed  to  go 
to  my  club  (in  which  the  patient  is  very  active  and  was 
later  elected  president)  I  wouldn't  care  to  stay  here.  Kane 
is  the  name  of  the  head  printer.  I  like  him,  but  I  should 
not  like  to  remain  just  for  his  sake  and  get  consumption  and 
live  in  the  Pryor,  and  perhaps  die.  I  guess  I  mentioned 
baskets  because  I  have  often  thought  I  would  like  to  go  into 
the  basket  shop  and  learn  the  trade.  Mr.  Miller  (teacher) 
wants  me  to  work  with  him  and  I  can  spend  a  great  deal 
of  my  time  near  the  woods  cutting  young  willows  to  bring 
to  the  shop." 

This  patient  has  been  allowed  to  find  employment  in  the 
basketry  department,  and  no  little  has  been  added  to  his 
contentment  and  happiness,  not  to  mention  a  lessening  of 
attacks. 

As  is  well  known,  the  interned  epileptic  is  a  fruitful  sub- 
ject for  all  sorts  of  conflicts,  often  originating  from  fancied 
or  real  mismanagement  of  his  difficulties  at  the  hands  of 
attendants,  nurses,  etc.  Dr.  Shaw,  who  has  been  studying 
the  significance  and  therapeutic  importance  of  mental  con- 
tent in  epileptics,  states  that  in  his  experience  such  an 
approach  to  the  therapeutic  problem  of  epilepsy  usually 
makes  the  individual  epileptic  a  closer  ally  of  the  physician 
and  nurse.  Not  a  few  patients  get  to  know  of  their  own 
knowledge  the  sequence  of  seizure  events  following  a  sup- 
pression or  repression  of  their  conflicts  and  seek  instead  a 
natural  and  normal  adjustment  to  their  life  difficulties  at 
the  conscious  level.  This  special  approach  improves  and 
deepens  the  real  scientific  and  humane  interest  which  all 
need  who  come  in  contact  with  these  often  unlovable  charges 
who  suffer  from  epilepsy.  This  method  often  serves  as  a 
vocational  guide  both  in  the  selection  and  kind  of  work 
which  fits  the  individual  patient.  Above  all,  Dr.  Shaw 
found  as  in  my  own  experience,  that  the  apparently  trivial 
and  meaningless  analysis  of  content  proves  time  and  again 
to  be  the  inborn  and  innate  defect  from  which  the  epileptic 
suffers  and  which  if  not  rendered  in  accord  with  healthy, 
natural  reactions,  dooms  the  epileptic  to  a  life  of  enduring 
invalidism. 
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Case  VI.  An  observation  in  the  case  of  a  boy  of  19, 
whose  brother  is  also  epileptic,  is  an  interesting-  illustration 
of  the  unconscious  regression  to  a  pleasurable  state  and  his 
probable  striving-  to  comport  himself  in  the  various  life 
activities  of  that  level.  He  has  been  a  resident  of  Craig 
Colony  for  two  years.  This  boy  has  shown  but  little 
deterioration,  although  he  has  had  a  severe  grand  mal 
epilepsy  since  his  fourteenth  year.  During  the  second 
year  of  his  disease  he  had  150  attacks.  For  the  past  two 
years  the}'  have  been  much  less  frequent  and  severe.  After 
a  characteristic  petit  mal  or  incomplete  convulsive  attack, 
preceded  by  an  aura  of  vertigo  and  dizziness,  there  was  a 
slight  generalized  tonic  spasm.  As  he  relaxed  from  the 
convulsion  he  looked  confused  and  fumbled  in  his  pockets. 
When  asked  what  he  was  doing  he  replied:  "I'm  looking 
for  my  hat."  Although  still  confused,  he  now  changed 
his  tense  in  speaking.  "I  was  going  home — to  Seventh 
Avenue — and  First  Street."  He  took  a  pillow  and  placed 
it  under  his  arm  as  if  it  were  a  bundle.  He  started 
to  walk  out  of  the  room  but  was  gently  detained  and  easily 
induced  to  sit  down  on  a  nearby  chair.  Consciousness 
was  by  this  time  fully  restored,  and  after  a  few  minutes'  rest 
he  spoke  freely  as  follows: 

"  I  had  a  bath  a  little  while  ago.  changed  my  clothes 
and  then  was  sitting  downstairs,  when  I  began  to  think  of 
home — that  I  would  like  to  go  home.  My  home  is  in 
Flatbush,  but  I  don't  like  it  there.  I  like  the  house  we 
used  to  live  in.  on  Seventh  Avenue  and  First  Street.  This 
house  was  on  a  corner  and  you  could  see  all  around.  I 
used  to  have  lots  of  fun  playing  with  the  boys.  I  used  to 
work  in  a  drug  store  near  by.  My  brother  used  to  work 
with  me,  and  after  we  were  through  we  used  to  have  fun 
with  all  the  boys  that  lived  near  this  house.  I  thought  of 
all  this;  then  I  thought  how  I  was  here  now  because  I  was 
sick,  and  couldn't  go  home  as  I  would  like  to.  In  a  short 
while  the  spell  came  on." 

It  was  obvious  that  the  immediate  upsetting  factor  was  a 
state  of  homesickness  following  thoughts  of  his  inability 
to  go  home,  and  on  being  obliged  to  repress  or  suppress 
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this  desire,  he  had  an  attack.  In  the  unconscious  period 
he  still  strove  to  put  the  repressed  desire  into  execution. 
He  was,  however,  not  striving  to  return  to  his  present 
home,  but  to  the  former  one  on  Seventh  Avenue  which  had 
been  more  satisfying  to  him. 

Case  VII.  Another  instance  in  an  epileptic  attack  of  a 
regression  occurred  in  a  boy  of  20,  who  has  been  epileptic 
for  several  years.  He  is  highly  sensitive,  and  of  ex- 
tremely effeminate  make-up;  he  is  a  decided  blond,  with 
no  beard.  He  sews,  paints  pictures,  washes  floors  and 
delights  in  doing  various  kinds  of  housework.  He  is  ex- 
tremely fond  of  praise  but  often  states  that  he  ' 1  gets  but 
little  for  all  he  does."  He  feels  he  is  not  fully  appre- 
ciated, but  notwithstanding  remains  fairly  contented  and 
happy  at  the  colony.  In  one  of  his  severe  petit  mal  seiz- 
ures he  staggered  about  the  kitchen;  as  soon  as  the  con- 
vulsion had  finally  ceased,  still  confused  he  returned  to 
the  sink  where  he  had  been  previousl}r  occupied,  and  went 
through  the  motions  of  washing  and  cleaning  imaginary 
dishes.  During  this  time  he  smiled  in  a  self  satisfied  man- 
ner. When  asked  what  he  was  doing  he  repeatedly  re- 
plied: "Some  class — some  class!"  The  next  day  he 
gave  the  following  association  to  this  canting  phrase: 

Some  class  ?  Why,  a  pretty  good  thing — like  the 
pictures  I  draw;  there's  some  class  to  the  pictures  I  draw. 
Like  down  in  the  kitchen,  the  floors  I  clean.  Sometimes 
the  boys  come  in  and  say  '  some  class  '  to  the  floors  I  clean. 
There's  another  job  I  have,  washing  and  ironing  clothes, 
and  some  say  that's  some  class,  too.  Then  the  way  I 
clean  the  dishes  down  stairs  in  the  kitchen — some  class  to 
that,  too.  Some  boys  here  don't  have  attacks  for  a  whole 
year — some  class  to  that." 

Thus  in  the  attacks  he  reverts  to  laudation  of  himself, 
his  work,  and  his  various  feminine  accomplishments,  and 
shows  that  his  most  intensive  unconscious  strivings  really 
engross  his  daily  longings  for  praise,  etc. 

Most  frequently  in  such  episodes  the  petit  mal  epileptic 
strives  to  rid  himself  of  small  and  immediate  annoyances, 
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seeking  rest  and  peace  from  restraints  of  clothing,  uncom- 
fortable places  to  work,  etc.  Thus  rid  of  the  stress,  he  seeks 
the  more  personal  and  satisfying  states.*  But  in  the  deeper 
regressions  the  analyses  of  the  strivings  are  not  so  simple 
and  obvious. 

The  degree  or  duration  of  the  muscular  spasm  is  not  of 
moment  as  a  measure  or  index  to  the  depth  of  regression 
the  epileptic  may  take  in  his  attack.  The  depth  of  the 
unconscious  level  is  more  likely  to  be  dependent  upon  the 
amount  of  irritation  and  stress  which  precedes  the  attack. 
The  suddenness  and  duration  of  the  unconscious  period  are 
better  indices  of  the  depth  of  unconsciousness  penetrated. 
As  before  indicated,  the  quantity  of  content  is  largely 
determined  by  the  length  of  time  the  twilight  period  exists. 
No  amount  of  training  for  getting  content  seems  either  to 
improve  or  to  spoil  the  individual  epileptic  as  a  subject  for 
study.  Usually,  however,  a  stereotyped  content  if  once 
thoroughly  analyzed,  rarely  recurs  in  quite  the  same  manner 
in  the  same  patient.  This  fact  is  in  sharp  contrast  to  our 
experience  in  the  past  with  observed  automatisms  but  in 
which  the  content  has  remained  unanalyzed.  This  fact 
is  a  striking  proof  of  the  probable  advantage  of  explana- 
tory talks  based  upon  content  and  its  induced  insight.  If, 
as  is  not  uncommon,  the  same  general  trend  of  content 
recurs  time  and  again,  one  may  know  that  this  particular 
unconscious  engrossment  is  the  main  rock  upon  which  that 
epileptic  founders,  and  that  this  defect  is  his  greatest  con- 
flict. Any  analysis  of  the  unconscious  content  as  well 
as  of  conscious  ones  in  a  particular  epileptic  relatively 
soon  narrows  upon  some  of  the  main  glaring  faults 
of  character,  of  which  the  epileptic  usually  possesses  not 
a  few.  Whichever  material  is  used,  the  conscious  or 
the  unconscious,  the  trends  invariably  lead  to  the  great 
basic  faults  of  the  epileptic  make-up — his  egocentricity, 
his  emotional  poverty,  and  his  supersensitiveness.  First 
one,  then  the  other  instinctive  defect  is  the  dominant 
characteristic  in  the  great  majority  of  essential  epilep- 
tics.    To  be  sure  the  tripod  of  defects  is  closely  cor- 

*  See  ''Nature  and  Pathogenesis  of  Epilepsy,"  Clark.  N.  Y.  Med.  Jour., 
February  27  to  March  27,  1915,  Cases  4,  5,  6  and  8. 
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related,  and  they  are  usually  but  variant  manifestations 
of  the  great  primary  fault  of  the  epileptic  endowment.  I 
feel  convinced  that  our  main  therapy  in  future  must  be 
largely  directed  to  ameliorating  and  training  out  these 
asocial  traits.* 

Not  infrequently  in  the  less  severe  disturbances  in  con- 
sciousness, when  the  deeper  level  of  unconscious  striving 
is  tapped,  the  epileptic  uncovers  or  makes  known  the 
special  annoyance  that  has  so  obsessed  his  sensitive 
make-up.  In  such  an  automatic  state  one  finds  that  the 
motive  of  the  stress  reappears  in  the  content,  and  not  its 
deeper  regressive  longing,  the  case  having  the  content  of 
"some  class"  being  an  excellent  example. 

We  have  already  discussed  seizure  regressions  of  the 
mildest  types  in  which  the  precipitating  stress  reappears  in 
the  mental  content  as  a  fear  or  hate  complex.  We  have 
also  considered  cases  illustrating  the  second  stage  of  deeper 
regression.  In  such  the  content  is  obtained  at  that  period 
or  level  when  the  unpleasant  stress  is  apparently  passed; 
the  patient  then  falsifies  or  exhibits  a  simple  wish  fulfill- 
ment such  as  that  of  being  in  the  favorite  home,  a  pollu- 
tion desire,  self  laudation,  etc.  The  following  case  has 
shown  both  of  the  above  forms  of  retreat,  but  for  the  sake 
of  curtailing  illustrative  examples,  only  the  third  stage 
of  analyzed  regressions,  that  of  crude  sexual  symbolism, 
will  be  presented  in  this  patient. 

Case  VIII  is  that  of  a  young  man  who  has  been  under 
close  clinical  stud}^  for  several  years. t    In  brief  we  may 

*  It  is  equally  obvious  to  the  writer,  as  it  must  be  to  all  workers  with  epilep- 
tics, that  no  opportunity  should  be  lost  to  place  every  epileptic  in  the  best  pos- 
sible physical  state  in  addition  to  carrying  out  a  mental  therapy  as  herein 
outlined.  If,  however,  we  allow  ourselves  to  be  exclusively  engrossed  in 
future  solely  with  a  physical  therapy  as  has  been  only  too  frequently  the  case 
in  many  instances  of  the  past,  we  shall  continue  to  lose  sight  of  the  greater 
issue,  the  epileptic  himself.  A  defective,  disordered  mental  digestion  in  the 
epileptic  is  fully  if  not  more  important  than  an  intestinal  indigestion.  One  of 
the  main  results  of  this  paper  has  been  to  make  clear  that  a  renewed  and  more 
systematized  method  of  mental  training  for  epileptics  is  necessary.  Unfortu- 
nately a  specific  plan  of  mental  therapy  is  still  neglected  and  illy  handled. 

t  For  minute  details  of  his  clinical  history,  see  monograph  "  Clinical  Studies 
in  Epilepsy,1'  pp.  79-98;  Utica  State  Hospital  Press.  1917.  I  am  indebted  to  Mr. 
T.  E.  Uniker,  for  his  painstaking  efforts  in  obtaining  content  in  this  and 
other  cases. 
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here  state  that  he  is  a  man  of  relatively  simple  emotional 
pattern,  self-centered  and  supersensitive,  who  has  in  con- 
sequence an  intellectual  endowment  far  in  advance  of  his 
ability  for  self-reliance  and  initiative.  He  is  intensely 
attached  to  his  parents  and  all  his  former  home  surround- 
ings. Gradually  he  struggles  away  from  these  childish 
associations,  but  whenever  he  becomes  too  ambitious  or  is 
too  energetically  encouraged  to  make  good  these  adolescent 
defects  in  development,  he  feels  undue  stress  and  has  epi- 
leptic reactions;  in  the  automatic  phase  he  has  phantasy 
or  hypnagogic  regressions  to  childish  or  infantile  desires 
crudely  or  symbolically  expressed.  The  great  majority  of 
ideas  in  the  content  suggest  sexual  conflicts,  masturbation 
in  particular  and  desire  for  its  satisfaction.  As  conscious- 
ness slowly  returns  the  content  idea  gradually  transforms 
itself  into  a  conscious  wish  for  mastery  over  his  sexual 
desires.  Finally  this  last  is  substituted  by  a  rationalization 
that  he  is  really  striving  to  repress  his  epileptic  attacks. 
As  an  instance,  in  a  mild  petit  mal  after  a  rather  prolonged 
period  of  intense  sexual  desire  he  made  suggestive  move- 
ments for  self-pollute  ~*id  gave  this  content:  "I  was 
trying  to  see  if  I  couldn't  get  the  best — to  beat — to  get  the 
best  of  the — (frowns,  pats  his  head,  brushes  back  his  hair, 
and  smiles) — I,  oh,  what  do  you  call  it  ?  I  don't  know  how 
the  deuce  to  fix  it.  What  do  you  call  it  anyway  ?  I  had  the 
thing  fixed  a  while  ago.  My,  it  was — the — the — oh,  I'm  all 
balled  up — can't  understand  what  I'm  all  balled  up  about. 
Don't  know  where  I  stand,  what  I'm  expected  to  give  up, 
what  I'm  expected  to  do.  Well,  I  don't  seem  to  have 
any  control  over  my  actions.  Well,  at  such  times — (con- 
sciousness returning,  but  not  fully  established) — I  forget 
what  you  call  it,  (frowns,  shifts  about  restlessly).  I 
don't  know  what  it  is,  I  don't  know  what  you  call  it. 
(Here  he  was  asked  if  it  was  an  attack;  he  frowned  and 
turned  away.)    Yes,  that's  it,  I  couldn't  call  it  to  mind." 

If  he  had  not  made  so  very  clear  his  repressed  sexual 
desire  one  might  be  misled  in  thinking  that  in  this  content 
he  was  solely  concerned  with  repressing  his  attacks.  At 
the  time  he  began  to  give  a  content  it  was  a  conscious 
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formulation  of  his  predicament,  which  really  masked  the 
deeper  and  less  conscious  sexual  striving,  that  of  mastering: 
his  self-pollution  acts.  At  a  later  period,  after  another  mild 
petit  mal,  the  content  is  about  the  same  sexual  conflict.  He 
said  as  he  fumbled  under  the  bed  and  fondled  his  suitcase: 
"  I'm  trying  to  quit — to  quit — trying  to  quit — ."  At  still 
another  period,  when  some  of  his  cottage  companions  were 
recounting  various  social  experiences,  he  had  a  slight 
attack,  the  content  being  as  follows:  "Waiting  to — to 
get  some — waiting  to  get  an  introduction  from  some — well, 
it's  an  introduction  (smiles,  looks  off  into  space,  rubs  his 
hands) — I  just  can't  recall  the  way  the  thoughts  come 
together.  Well,  an  introduction  to — well,  let's  see. 
(Frowns,  passes  hand  over  forehead,  sighs,  shifts  rest- 
lessly.) One  side  of  the — I  forget  exactly  how  they  made 
the  side — the  strength  of  the  side — side  of  the — well,  I  don't 
know  exactly.  (Becomes  silent,  then  begins  to  hum,  pouts, 
looks  off  into  space,  then  original  question  again  asked.) 
Wanted  an  introduction  to  the  end — end  of  the — design — so 
as  to  make  up  the  design — the  design  that  made  part  of  the 
cloth — the  cloth  was  being  woven — right  in  the  loom — the 
loom  was  right — .  (Looks  away,  hums  a  tune,  but  when 
question  was  repeated  he  turned  and  replied):  I'm 
not  sure,  I've  foregotten,  I  guess.  Well,  it  seems  to  me 
as  if  I  was  waiting  to  be  introduced — to  get  a  better 
acquaintance  of  the  people  about  me — people  at  the  hotel, 
the  ones  I  don't  know  so  well.  It  seems  I  was  trying  to 
get  an  introduction  to  someone.  I  heard  you  tell  X.  that 
you  would  start  him  at  wood  carving,  and  I  thought  at  once 
whether  I  should  start  my  correspondence  course  or  wood 
carve  with  you.  I  hate  the  textile  course  and  it  irritates 
me  to  try  to  study  it.    I  try  to  put  it  out  of  my  mind." 

The  latter  admixture  of  his  dislike  for  his  study  course 
could  easily  have  been  his  precipitating  irritation  or  stress, 
but  here  the  stress  is  brought  in  as  an  after  rationalization,  as 
a  justifiable  reason  for  his  having  had  the  attack  but  not  to 
explain  the  real  unconscious  striving. 

The  next  content  followed  an  attack  before  which  the 
patient  had  had  many  sexual  phantasies,  but  he  had  re- 
pressed them  and  tried  to  direct  his  interest  to  his  textile 
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course.  The  content  was  taken  down  in  shorthand  by  a 
woman  friend  of  the  nurse.  The  attack  was  initiated  by  the 
patient  turning  his  head  slowly  to  the  left  and  away  from 
the  table  where  his  textile  work  was  laid  out.  He  had  a 
disgusted  expression,  smacked  his  lips  and  swallowed 
several  times;  he  then  turned  pale.  There  was  a  congested 
look  about  the  face,  neck  and  hands.  The  content  was  as 
follows:  "Simply  wanted  to  know — (dreamy  expres- 
sion ) — well,  I  wanted  to  know  what — (looks  at  nurse, 
expression  vacant;  closes  eyes  as  if  to  sleep  but  as  soon 
as  the  question  is  repeated  he  opens  them  and  tries  to  go 
on) — to  know  your  various  little — (looks  from  the  nurse  to 
the  young  woman  present) — well,  just  trying  to  get  hold 
of — just  forgot  the  end— h'm — wait  a  minute.  (  The  ques- 
tion was  pressed,  as  he  showed  signs  of  wanting  to  rest 
and  repress  the  inquiry.)  Now,  that's  what  I'm  trying 
to  do — all  the  pieces  that  I  did  have  were  all  together,  they 
were  not  separated,  you  know,  in  parts,  and  this  is  one. 
(Signs  of  returning  normal  consciousness,  as  the  patient 
looks  up  as  the  questions  are  asked.  He  shows  that 
he  is  aware  someone  is  trying  to  talk  to  him,  frowns, 
pats  his  left  hand  with  his  right;  then  places  thumb  in 
mouth  and  touches  it  with  his  tongue  several  times,  frowns 
and  resumes.)  Can't  seem  to  be  able  to  find  where  it  is 
broken  off  and  separated.  Had  the  thing  in  mind  but 
have  lost  track  of  it  now.  I  have  forgotten  how  the  thing 
started,  you  know.  (Full  consciousness  now  seems  near  at 
hand.  The  patient  is  only  a  little  dazed  and  moves  in  a 
restless  manner  in  his  chair;  he  continues  to  pet  his 
left   hand  as   though  embarrassed.     O:    What  do  you 

mean  by  the  ends?)    Well,  I  mean — let  me  see  ." 

There  is  an  expression  of  irritation,  the  patient  gets  up, 
walks  toward  the  door  and  makes  no  further  reply.  He 
is  now  aware  that  he  has  had  a  petit  mal  and  as 
usual  refuses  to  answer  further.  He  remained  at  the 
door,  pouted,  hummed  to  himself,  then  sat  down  and 
seemed  apparently  lost  in  thought.  In  about  twenty 
minutes  after  the  attack  he  began  to  take  active  part  in 
the  conversation  with  the  boys;  he  did  not  return  to  his 
study  but  said  he  would  like  to  read  a  love  story;  he  was 
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allowed  to  do  this  and  as  usual  derived  a  great  deal  of  sat- 
isfaction out  of  it. 

It  was  fairly  apparent  by  his  distraction  in  his  study  that 
the  patient  had  very  much  desired  to  take  part  in  the  nurse's 
social  hour.  Probably  the  latter  part  of  the  content  allud- 
ing to  his  textile  course  is  really  a  form  of  semi-conscious 
stalling  "in  the  presence  of  ladies,"  and  so  he  succeeds 
in  repressing  his  former  inquiry.  The  same  night,  while 
still  engrossed  in  sexual  conflicts,  he  had  a  slight  petit  mal, 
and  before  he  was  fully  conscious  the  following  content 
was  taken:  "  Oh,  h'm;  oh,  yes,  dreaming  a  bit — about — 
little — myself  finding  that — the — side — find — side — play- 
ing the  side — well,  finding  a  side  there  that  I'd  gotten  hold 
of — well,  it  seemed  to  be  a  side  which  I  allowed — was  un- 
able to  control  myself.  Well,  I  allowed  it  to  be  delivered 
by  another — piece  (frowns,  looks  away,  assumes  thinking 
attitude,  scratches  head).  Let  me  see — other  piece  of — 
what  do  you  call  that  now  ?  (scratches  head  again,  rubs 
forehead  and  frowns.)  Another  piece — forgotten — well, 
it  seems  to  me  nothing  but  another  piece  of — piece  of 
(evidently  using  his  textile  phrases) — smaller  cotton  with 
no  greater  support  than — support  given  by  the — made  by 
the  (looks  out  of  window,  frowns,  and  expression  is  now 
more  natural  of  the  conscious  state — )made  by  the — (now 
reverts  to  the  real  underlying  sexual  content) — turned  over 
by  the  big  tooth — center  tooth  (scratches  at  genitals) — 
it  seemed  to  itch — the  center  tooth  (frowns  again,  and 
turns  head  away  from  examiner.)  I  don't  know  what  it 
is — I  suppose  I  have  an  attack  and  don't  know  about  it." 

The  suggestive  term  of  vulgar  speech  as  a  "piece,"  its 
next  rationalization  as  having  something  to  do  with  cotton 
fabrics  in  his  textile  course,  and  then  finally  reverting  to  a 
plain  sexual  statement,  is  very  interesting.  It  illustrates 
how  the  mild  delirias  or  hypnagogic  ideas  may  undergo  all 
the  distortions  and  transformations  which  dreams  take.* 
Further,  our  patient,  still  unsatisfied  and  repressing  his 
sexual  longings,  had  another  content  next  day  in  which 
getting  "a  piece,  a  whole  piece"  was  the  central  idea. 
The  attack  was  more  severe  than  the  usual  type  inasmuch 

*  See  Freud's  "  Meaning  of  Dreams." 
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as  the  tonic  spasm  was  more  pronounced  and  the  clonic 
spasm  was  marked.  Immediately  following  the  disturb- 
ance there  was  noted  the  following  actions  in  the  automatic 
stage:  The  patient  leaned  forward  and  began  to  smile  in 
boyish  fashion;  he  chuckled  to  himself,  cooed,  and,  look- 
ing at  his  companion  with  an  expression  of  joy  mingled 
with  desire,  he  said:  "I'm  going  to  get  you,  guy, ' '  repeat- 
ing this  several  times  and  trying  to  lean  forward  in  the 
latter's  direction.  The  following  content  was  then  obtained: 
"Well,  h'm — (smiles,  looks  about,  cooing.)  What?  I'm 
just  going  to  get  right  up  there  !  I  got  it !  I  got  it  ! 
(Smiling  childishly,  he  reaches  under  the  pillow.)  Had  to 
get  hold  of  me — I  got  hold  of  him.  I  had  a  little  piece 
right  under — I  made  a  grab — there  is  another  piece — little 
piece  come  right  along — and  got  a  whole  piece.  This  little 
piece  here — I  was  simply  holding  on  to — the  side  of  my — on 
the  side — so  that  we  could  hold  it — so  that  it  wouldn't — (at 
this  point  the  elated,  happy  expression  ended) — well,  so 
that  the  back  wouldn't — get  hold  of  the — what  is  it,  now  ? 
(Rubs  head,  frowns.)  H'm,  let  me  see:  what  is  it  ?  I 
don't  know — (frowns  and  turns  away) — Oh,  I  forgot — I 
forget  now." 

Our  patient's  social  opportunities  for  several  weeks  had 
not  been  of  the  best.  His  fellow  cottagers  continued  to 
enjoy  themselves  at  tennis  and  boat  racing  matches  while 
he  was  mostly  left  alone.  He  had  the  following  content 
after  an  attack.  One  can  easily  see  it  is  no  longer  en- 
grossed in  a  pleasurable  striving  as  in  the  preceding  days, 
but  rather  embraces  a  more  conscious  stress  and  annoyance, 
that  of  being  imposed  upon  or  being  left  out  of  the  social 
activities  going  on  about  him.  In  this  content  he  said: 
"I  didn't  want  the  biggest  bunch  of  lemons  turned  over  on 
me — those  that  were  turned  over  on  me — I  didn't  want  the 
same  things  that  had  been  turned  over  on  me  the  time 
before — and  if  stronger  I  was  going  to  take  care  of  them." 
(O:  Who  tried  to  hand  you  a  bunch  of  lemons?)  "I 
don't  know — no  one  that  I  can  remember.  Ordinary 
lemon — just  the — well,  I  was  trying  to  figure — I  was  sim- 
ply thinking  of  ordinary  taste — sour  taste — sour  lemon 
(picks  hair  off  coat  and  frowns).    I  didn't  want — (frowns 
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again  and  shifts  position) — didn't  want  it  to  take  the  place 
it  had  before — well,  just  seemed  they  had  come  up  in  my 
thoughts." 

Free  association  to  the  whole  series  of  ideas  brought  out 
in  the  various  contents  of  the  preceding  periods- given 
here,  showed  that  the  patient's  antagonism  to  his  fellows 
was  born  of  his  envy  of  them,  his  own  social  restrictions, 
and  his  intensive  longings  for  social  and  sexual  expres- 
sion. A  series  of  explanatory  talks  enabled  him  to  take  a 
better  attitude  toward  the  whole  system  of  training  treat- 
ment, and  for  weeks  thereafter  the  gross  sexual  ideas  in 
the  content  disappeared.  In  a  short  time,  however,  other 
difficulties  of  a  financial  nature  replaced  them;  but  at 
bottom,  even  these  ideas  led  in  final  analysis  to  sexualty.* 

Our  patient  in  the  content  that  follows  clearly  showed 
the  thinly  disguised  wish  to  get  back  to  the  simple  comforts 
of  home  and  away  from  the  training  treatment.  It  may 
be  said  that  immediately  before  the  attack  he  had  been 
thinking  how  disagreeable  it  was  to  take  his  customary 
large  doses  of  castor  oil  at  this  particular  week  end;  then 
his  mind  dwelt  upon  a  pleasant  subject,  that  of  a  half 
promised  visit  of  relatives.  This  he  consciously  suppressed 
as  it  took  his  attention  away  from  his  work  and  studies. 
He  had  no  sooner  fully  repressed  the  pleasurable  idea  of 
the  visit  and  set  about  his  regular  routine  than  the  usual 
epigastric  aura  occurred  and  an  attack  followed  in  which 
this  content  was  obtained:  "  Gee  whiz  !  (frightened 
look  for  a  moment;  rubs  head  and  picks  nose;  puts  hand 
to  lips. )  For  the  big — what  do  you  call  it — big — (smiles) — 
seems  to  me  I  had  it  right  on  the  end  of  my  tongue  and 

*  In  the  midst  of  these  most  distressing  financial  conflicts,  he  had  a  very 
interesting  regression  content  after  a  slight  petit  mal.  Just  preceding  the 
attack  he  had  cut  his  finger  on  a  safety  razor.    The  content  was  as  follows: 

"  Well,  I  was  trying  to  rind  out — (here  he  bepan  to  speak  some  German  names 
unintelligible  to  the  examiner)— let  me  see,  now,  wait  a  minute— something 
that  was— I  forgot  the  name."  Associations  to  the  content  brought  out  the 
remembrance  that  the  patient  during  his  early  youth  had  two  German  teachers, 
one  of  whom,  he  said,  "  was  nice  to  me  and  humored  me,  and  I  liked  her.  The 
other  was  severe  and  I  did  not  like  her.  The  one  I  liked  did  little  things  for  me, 
helped  me  out." 

It  seems  more  than  probable  that  our  patient  really  regressed  to  the  child 
period  in  which  the  "  nice  kind  teacher  "  might  attend  to  his  hurt,  inasmuch  as  at 
the  time  of  the  accident  he  considered  himself  very  unfortunate  that  no  nurse  was 
about  at  the  time  to  "  fix  his  finger." 
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can't  get  it  out.  (O:  Was  it  a  sensation?)  No,  ship  it 
seems  to  me.  (Q:  Someone  coming  on  a  ship?)  Yes,  yes. 
(Q:  Who?;  My  aunt  and  my  sister.  (What  for?)  I 
don't  know — to  help  me  out  of  difficulties — I  think  I'd 
been  caught  by  those  who  had  taken  the  place — where 
I'd  been  living — some  hostile  crowd  took  possession  of  the 
house  and  ail  in  it — kept  us  prisoners — kept  watch  over 
us  in  the  house.  (O:  You  wanted  to  get  away?)  Yes. 
(Q:  Where?)  I  wanted  to  go  to  my  sister  or  some  other 
relative.  (O:  Why?)  Because  1  felt  I'd  be  received  with 
better  treatment — treat  me  nicer  than  the  people  I  was 
with — didn't  know  what  to  expect  from  the  people  who  had 
taken  possession  of  the  house  I  was  in." 

The  unconscious  sexual  striving  in  the  transitory  deliria 
or  automatism  often  formulates  itself  in  a  surface  resem- 
blance to  the  everyday  conflict.  One  must  be  guarded 
in  supposing  that  the  obvious  content  is  the  real  or 
dynamic  striving.  For  instance,  our  patient  alter  a  whole 
morning  spent  at  wood  carving  in  which  the  design  had 
sorely  baffled  and  annoyed  him,  had  a  slight  attack. 
For  days  he  had  had  a  return  of  his  homesickness,  there 
were  renewed  sexual  longings  shown  in  day  phantasies  and 
dreams.  After  a  more  severe  petit  mal  in  the  late  after- 
noon, he  had  this  content:  "Trying  to  get  to  the  bottom 
of  the — what  would  you  call  it?    It's  the  bottom  of  this 

shape — into  the  shape — bottom  of  the  form — of  the  . " 

As  the  patient  seemed  unable  to  describe  exactly  what  he 
apparently  wished  he  was  asked  to  draw  it.:i    At  once  he 

*  At  another  time  after  a  short  period  of  social  excitement,  this  patient  had  a 
slight  petit  mill.  The  clonic  spasm  in  the  hands  was  not  so  marl  ed  but  that  the 
patient  kept  fumbling  with  his  trousers  as  if  trying  to  take  them  off. 
AfrftPSt  immediately  thereafter  the  following  content  was  obtained: 

'■  I'm  trying  to  get  the— trying  to  get  the— I  was  trying  to  (note  the  change  to 
past  tense)  let  me  see— trying  to  get  the — (frowns  and  pets  his  thumb  by  press- 
ing it  against  his  lips).  Well,  I  was — trying  to  meet  the  ends— ."  At  this  point 
the  patienu  looked  off  into  space  and  refused  to  respond  to  further  stimuli,  so 
he  was  given  a  pad  and  pencil  and  diiected  to  draw  that  which  he  could  or 
would  not  describe  in  words.  He  took  the  pad  and  after  assuming  an  attitude 
of  deep  thought  he  began  to  draw.  First  he  made  an  inverted  V,  thus:  a,  and 
from  this  he  drew  the  oody  of  a  man,  the  hips,  the  abdomen,  then  chest  and 
then  the  legs  as  far  down  as  the  knees.  Next  he  drew  the  arms  and  made  them 
in  a  clasping  position  over  the  abdomen  and  near  the  genital  organs.  When  he 
finished  he  was  asked  what  he  had  been  drawing.  He  looked  rather  surprised 
at  the  sketch  and  said:  "  I  don't  know,  I've  forgotten,  I  guess — looks  as  if  I 
was  trying  to  draw  a  picture  of  myself— trying  to  draw  a  picture  of  myself." 
Here  he  was  asked  why  he  had  the  picture  of  the  man  with  hands  clasped,  and 
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sketched  a  crude  semblance  of  the  female  genitalia. 
When  he  had  become  conscious  he  recognized  it  as  a  pat- 
tern drawing  in  his  carving-  lesson.  No  doubt  the  obvious 
explanation  might  be  cited  as  the  precipitating  factor,  but 
here  a  deeper  free  association  revealed  the  underlying  motive 
of  sexual  desire.* 

It  is  interesting  to  analyze  in  this  same  patient  the  con- 
tent obtained  in  an  undressing  automatism,  which  is  so 
frequently  seen  in  epileptics  in  general.  It  may  be  said 
that  the  morning  had  been  listlessly  spent  at  attempts  at 
study  and  shop  work,  and  finally  abandoned.  While  in 
this  semi-dissatisfied  state  of  petulance  he  had  a  slight  petit 
mal.  The  patient  ended  the  attack  by  going  through  the 
motions  of  undressing,  and  the  following  content  appeared: 
"I  didn't  have  any  use  for  the  clothes  I  have  on — can't 
seem  to  tell  what — I  don't  seem  able  to  recall."  At  this 
point  he  was  handed  a  pad  and  pencil.  He  sketched  a 
male  figure  in  street  costume,  hat,  etc.    As  he  finished  he 

the  patient  frowned  and  appeared  restless  and  did  not  answer  for  some  time. 
When  the  question  was  forced  he  said:  "  Well,  let  me  see — (pets  his  thumb, 
smiles  to  himself,)  well,  I  don't  know — suppose  that's  the  way  he  stands— the 
way  I  would  stand— well,  under  any  circumstances— standing  that  way — always 
— well,  he  hasn't  anything  to  do — anything  else  special  to  do — suppose  that's  the 
way  of  contenting  himself — ."  At  this  point  consciousness  put  a  stop  to  any  fur- 
ther content,  for  the  patient  frowned  and  appeared  irritated  and  displeased  at  the 
forced  questions.  He  was  let  alone  and  soon  forgot  all  about  the  attack  and 
drawing  the  picture.  Later  in  the  day  he  recalled  that  he  had  had  an  attack, 
but  had  no  knowledge  of  drawing  a  picture.  In  the  evening  he  was  shown  the 
picture  and  asked  to  tell  what  he  thought  of  it,  what  it  was  and  who  drew  it. 
He  said:  "It  looks  like  a  man.  I  don't  know  why  he  is  drawn  standing  like 
that.    I  never  saw  it  before  as  I  know— did  I  draw  it? " 

The  incident  is  more  than  ordinarily  interesting  inasmuch  as  it  demonstrates 
that  the  drawing  method  may  be  used  to  bring  out  the  very  deepest  latent 
content  which  may  not  be  obtained  by  the  patient's  utterances;  it  also  shows 
that  the  after  reinforcement  of  association  to  a  sample  drawing  may  bring  out 
facts  or  statements  which  word  associations  may  fail  to  do.  Finally,  it  nicely 
illustrates  that  the  first  period  of  free  associations  upon  content  immediately 
after  seizures  when  consciousness  is  apparently  fully  restored  is  still  not  a 
normal  interparoxysmal  state  of  consciousness,  and  therefore  makes  the  rela- 
tively early  period  after  a  seizure  an  ideal  one  in  which  to  gain  an  easy  pene- 
tration to  the  unconscious  content.  The  state  is  comparable  to  that  seen  in  a 
mild  hypnosis  or  in  the  half  waking  state  after  profound  sleep.  Of  course  the 
onanistic  striving  in  the  whole  unconscious  period  is  quite  obvious. 


*  See  "  Nature  and  Pathogenesis  of  Epilepsy,"  N.  Y.  Med.  Jour.,  Feb.  27-Mar. 
27,  1915.  Any  one  having  had  experience  in  dream  analysis  or  in  the  infantile 
imagery  of  the  psychotic  deliria  and  dementia  praecox,  probably  will  not  be 
misled  by  the  surface  semblance  or  obvious  content  of  the  transitory  deliria  in 
epilepsy.  For  those  who  have  not  had  such  experience  or  studies  the  whole 
Freudian  concept  of  the  infantile  unconscious  should  be  studied  carefully. 
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was  asked  what  this  represented.  "  Why,  that  is  myself — 
it  seems  I  had  no  control  over  the  clothes  I  had  on  as  in 
the  picture.  Well,  I  mean  that  I  was  simply — I  thought 
I  was  naked, — it  seems  to  me  I  had  no  clothes  on.  Seems 
to  me  I  was  about  as  I  am  now — in  a  room  of  some  kind. 
I  don't  seem  to  be  able  to  tell  where — and  I  had  no  clothes 
on — Consciousness  interfered  with  any  further  content. 
The  patient  frowned,  petted  his  thumb  by  pressing-  it 
against  his  lips,  and  walked  about  in  an  irritated  manner. 
Of  course  associations  brought  up  abundant  evidence  of 
infantile  desires  for  freedom  from  restraints,  clothing, 
parental  discipline  and  the  like,  and  the  joy  of  the  warm 
bath  and  bed.  Probably  in  the  deeper  content  the  idea  of 
nakedness  gives  most  frequently  the  regression  to  earliest 
infancy. 

In  the  following  content  two  ideas  in  its  study  were  kept 
in  view,  the  one  to  gain  the  primary  content  as  nearly  as 
possible  and  note  its  general  transformation  in  form  and 
substance  at  certain  definite  periods  until  full  or  normal 
consciousness  returned;  the  other  to  see  if  it  were  possible 
to  graduate  and  connect  the  main  idea  of  the  content  into 
everyday  insight  so  that  the  patient  himself  might  retain 
a  continuous  memory  for  the  deeper  unconscious  level. 
This  plan  has  been  done  in  graduated  awakenings  in  less  and 
less  deep  hypnotic  levels.  The  reverse  direction  in  types  of 
psychoanalytic  procedures  start  at  the  surface,  or  obvious 
content  of  the  analyzable  material,  and  steadily  investigate 
deeper  and  deeper  into  the  latent  or  dynamic  content. 

The  content  was  as  follows:  "  I  was  looking  out,  you 
know — and  I  was  looking  around  to  see  what  they  had — 
what  the — what  do  you  call  it  ?  Girls  that  run  the — any- 
one of  those  places — these  places  for  amusement  for  the 
men — fellows — who  have  members  of  the  squadron — 
boats — they  go  to  these  places  and  amuse  themselves." 
At  this  stage  consciousness  passed  up  to  a  higher  level 
and  it  was  now  necessary  to  ask  questions  regarding  the 
spontaneous  content  as  noted  above.  The  patient  frowned 
and  his  replies  were  more  or  less  of  a  conscious  character, 
although  it  was  noted  that  he  was  still  aware  of  the  sub- 
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ject.  Under  questioning-  he  continued:  "Well,  the  men 
go  there  to  amuse  themselves — sing-,  dance,  or  anything 
they  can,  I  guess.  Seems  to  me  I  was  there — looking  for  a 
girl — no  one  with  me  that  I  recall.  Think  it  was  in  the 
city — in  a  basement  some  place — wasn't  very  we'll  ac- 
quainted." In  about  five  minutes  normal  consciousness 
was  nearly  established  and  he  then  gave  this  reply  to  ques- 
tions: "Think  I  was  trying — (frowns,  pets  his  thumb; 
shifts  in  his  seat,  then  looks  away  as  if  trying  to  find  some 
place  to  get  away) — trying  to  meet  some  girls,  I  guess,  and 

enjoy  myself — some  dancing — and  and  seeing  what  was 

going  on  down  there.  There  was  no  desire  for  sexual  inter- 
course— I  was  sort  of  looking  on  to  see  what  the  others 
were  doing — ."  He  was  now  allowed  to  go  to  sleep,  and 
slept  for  about  half  an  hour,  wTlien  he  joined  his  compan- 
ions at  wood-carving.  He  had  been  working  only  a  short 
while  when  he  said  he  felt  another  attack  coming  on,  and 
a  slight  petit  mal  developed.  The  patient  appeared  con- 
fused and  answered  as  follows:  "Well,  I  was  trying  to 
see — Oh,  I  can't  tell  you  what  it  was — what  do  you  call 
it !  "  When  given  a  pencil  and  told  to  write  or  draw,  he 
drew  a  picture  of  the  front  steps  to  a  porch.  When  asked 
what  it  was  he  said:  "Why,  they  are  the  front  steps  to 
our  house  at  home,  and  here  is  the  house,  and  I  was  think- 
ing of  the  house  and  how  I  would  like  to  be  there  with  the 
boys  and  girls.  That  is  what  1  was  thinking  of  when 
the  wave  come  on."  Just  as  he  gave  the  final  sentence 
of  this  content  it  was  apparent  that  he  was  fully  conscious 
and  aware  that  he  had  been  talking  about  the  house  and 
was  able  to  connect  it  in  a  conscious  wa}^  as  he  might  do 
with  a  dream. 

It  was  noted  at  the  end  of  this  conscious  rationalization  that 
the  patient  was  now  fully  repressing  the  real  truth  of  his 
conscious  striving  as  well  as  the  expressed  content  of  the 
attack.  Instead  of  this  special  investigation  being  to  his 
immediate  advantage,  the  resistance  to  a  conscious  view 
of  the  content  seemed  too  unpleasant  or  humiliating  to 
him.  The  latter  state  of  embarrassment  seemed  to  have 
acted  as  a  precipitating  cause  for  a  subsequent  attack 
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which  soon  followed.  Here,  however,  the  regression  was 
even  deeper,  and  perhaps  more  satisfying,  for  after  it  he 
became  clearer  mentally  and  went  on  with  his  work  in  a 
normal  manner  for  the  entire  day.  The  deepest  regression, 
however,  was  still  to  be  experienced,  two  days  later. 
Following  a  slight  petit  mal  this  content  was  present; 
"  I  don't  know  whether  they  got  the  back  seats  all — also — 
what  do  you  call  it? — back  seats  of  the  machine — the 
machine  you  ride  upon — belongs  to  the  city,  I  guess.  I 
mean  whether  there's  room  in  the  back  for  them — 
for  the  famih —  the  family  that's  just  being  spoken  of  in 
this  story.  Well,  my  own  family,  I  guess — seems  to  me 
that  father  and  mother  and  I  were  down  in  the  depths 
somewhere — sort  of  cave — a  cave  of  some  kind  it  seemed 
to  me — wre  three  were  all  alone  there — think  it  was  dark. 
Seems  to  me  the  attack  came  on  just  as  I  found  myself 
there  and  can't  recall  any  more.  No,  I  guess  the  attack 
came  on  previous  to  the  idea — ."  Finally  he  reached 
the  deepest  level  of  regression  in  a  final  petit  mal  and  in  which 
this  content  was  noted:  "Seems  to  me  I  was  all  by 
myself — don't  recall  where  I  was — in  some  out-of-the-way 
place — can't  tell  where  or  what  I  was  doing." 

As  might  be  expected,  and  as  is  quite  characteristic  after 
such  deep  regression,  our  patient  ceased  all  spontaneous 
activity  for  several  days  until  he  again  slowly  built  up 
his  interest.'  The  pitiable  forlornness  of  such  a  state  may 
be  pictured  by  the  patient's  attitude  during  the  following 
day.  He  rose  at  the  usual  time  and  attended  to  all  routine 
duties  very  poorly;  he  studied  for  an  hour  or  two  only, 
then  dawdled  about.  In  the  afternoon  he  said  that  on  the 
whole  he  had  had  a  very  poor  day,  that  it  seemed  a  tedious 
day  and  at  times  he  did  not  know  what  to  do;  several 
times  he  had  thought  about  a  letter  he  had  received 
from  his  father  and  what  the  outcome  of  it  was  going 
to  be  on  his  future  occupation  in  life,  and  this  thought 
had  come  up  while  at  attempted  stud}T.  The  patient 
seemed  dazed  and  unable  to  think  of  anything  in  which 
he  might  interest  himself.  When  a  dozen  different  things 
were  suggested  he  said  in  an  annoyed  tone:    "Well,  I 
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want  to  get  started.  Tell  me  what  to  do."  The  latter  was 
said  in  a  pleading  tone,  and  after  a  talk  he  seemed  to 
realize  how  badly  he  fared  by  having  so  little  general  inter- 
est. In  the  evening  he  joined  in  a  game  of  cards  but  his 
skill  and  interest  were  not  as  good  as  formerly. 

One  can  hardly  indicate  the  extremely  difficult  task  of 
rehabilitating  such  epileptics,  not  so  much  because  of 
their  frequency  of  seizures  but  because  of  the  depths  of  un- 
conscious regression  taken  and  the  extreme  infantilism 
shown  in  the  instinctive  trends  brought  out.  However, 
this  young  man  shows  no  signs  of  mental  deterioration 
clinically  or  psychologically  after  ten  years  of  seizures. 
He  is  now  slowly  making  headway  in  building  up  his 
mental  and  physical  health.  He  is  having  fewer  severe 
attacks  and  is  developing  better  insight  into  his  defects,  and 
is  learning  how  to  adjust  himself  to  his  various  conflicts. 
As  a  sequence  to  the  training  treatment  he  is  happier  and 
more  reconciled  to  make  the  best  of  his  life  and  its  privi- 
leges and  opportunities.  The  more  intelligent  epileptics 
appreciate  this  plan  of  study  and  treatment  of  their  dis- 
order. They  say  that  while,  of  course,  the  talks  do  not 
make  their  conflicts  the  less  real  nor  change  the  facts,  yet 
talking  difficulties  over  and  gaining  a  new  view  of  them 
gives  immense  relief.  It  shows  them  that  there  are  other 
ways  of  reacting  to  unpleasant  episodes,  and  above  all  it 
impresses  the  idea  that  the  special  stresses  must  be  adjusted 
at  once  by  such  methods  which  other  individuals  employ. 

It  is  not  without  interest  to  note  what  some  epileptics  say 
in  reference  to  the  contents  of  the  petit  mal  attacks.  There 
seems  to  be  a  dim  awareness  of  the  unconscious  activity; 
evidently  by  their  statement  they  are  entirely  amnesic  to 
the  pleasurable  or  contentful  state  which  they  may  show 
in  the  unconscious  period;  the  displeasure  and  annoyance 
they  present  marks  the  imminence  of  the  conscious  repres- 
sion. The  verbatim,  free  comment  of  an  epileptic  under 
analysis  is  probably  classic  of  the  attitude  which  the  more 
intelligent  epileptics  take  in  reference  to  the  activities  of 
the  unconscious  in  the  milder  epileptic  seizures  when  ques- 
tioned about  them: 
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11  It  seems  to  me  that  the  settings  in  many  of  the  little 
attacks  are  very  much  the  same,  and  seem  sort  of  familiar 
as  they  go  along.  It  seems  somehow  that  I  have  already 
experienced  something  similar  while  awake  some  time  and 
somewhere;  this  applies  mostly  to  the  thoughts  that  run 
through  my  mind.  I  daresay  there  is  something  pleasur- 
able about  it  all,  something  which  I  get  out  of  it,  but  I 
don't  know  what  it  is,  I  am  sure,  for  when  I  am  aware  of 
it  at  all  it  seems  entirely  unpleasant  and  annoying,  be- 
cause— well, — it's  hard  to  explain — the  idea  in  it  seems 
to  have  taken  its  hold,  and  then  I  don't  remember  any  more 
about  it  until  it  is  released.  I  am  told  that  at  first  I  have 
a  pleasurable  smile,  but  I  am  sure  I  have  no  sense  of 
pleasure  as  I  think  back  about  it  now.  It  seems  to  me  to 
be  more  annoying  than  anything  I  can  explain — some- 
thing I  can  not  get  hold  of,  and  I  know  of  no  way  of  explain- 
ing the  smile.  Of  course  I  am  not  able  to  explain  what 
has  taken  place  in  the  attack.  Maybe  I  have  done  some- 
thing in  the  unconscious  period  that  I  am  not  aware  of, 
and  only  sense  there  is  something  of  that  kind  by  the  fact 
that  I  am  annoyed  or  displeased  when  I  come  to  myself. 
There  is  probably  quite  a  dividing  line  between  what  this 
thing  may  be  that  is  pleasurable  and  that  which  I  am 
annoyed  at  as  I  come  to  myself." 

Lest  one  may  still  question  whether  the  deduced  mental 
content  is  solely  a  line  of  thought  suggested  by  the  analyst, 
the  spontaneous  productions  of  an  epileptic  deliriant  may  be 
cited.  It  illustrates  that  the  type  of  unconscious  turmoil, 
even  in  so  gross  an  organic  epilepsy  as  that  found  in  an 
infantile  hemiplegia,  is  not  unlike  that  seen  in  essential  epi- 
lepsy. The  case  is  that  of  a  man  now  55  years  old,  who 
has  been  an  epileptic  since  an  attack  of  scarlet  fever  at  10 
years,  following  which  he  had  a  slight  but  enduring  right 
hemiplegia.*  A  few  months  after  this  cerebral  accident 
he  began  to  show  obscure  evidences  of  petit  mal  which 
eventuated  in  grand  mal  at  27  years  of  age.  For  years 
he  struggled  unsuccessfully  with  the  habit  of  masturbation. 

*  For  the  content  of  the  delirious  episodes,  as  well  as  an  outline  of  the  history 
I  have  given  here  in  abstract,  my  best  thanks  are  extended  to  Dr.  Munson  and 
the  members  of  the  staff  at  Craig  Colony,  who  have  placed  at  my  disposal  the 
material  of  this  as  well  as  other  cases  mentioned  in  the  text. 
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During  his  late  adolescence  though  still  mastubating 
he  frequently  had  sexual  indulgences  and  finally  mar- 
ried a  woman  described  as  being  of  the  ''old  maid" 
*type.  For  several  years  he  has  been  impotent  but  con- 
tinues to  masturbate  at  irregular  intervals.  In  character 
and  personality  he  was  egocentric,  and  possessed  poor 
power  for  social  adaptations.  There  was  marked  emotional 
poverty.  Superficially  he  fitted  into  the  life  at  Craig  Col- 
ony where  he  has  resided  for  a  number  of  years,  but  he 
has  done  so  by  encysting  himself  in  it,  that  is,  he  has 
not  been  touched  by  the  spirit,  aims  or  interests  of  the  other 
colonists,  he  has  made  no  friends  and  speaks  in  a  friendty 
maimer  to  but  one  inmate.  In  the  gradual  but  marked 
deterioration  that  has  taken  place,  he  shows  himself  too 
rigid  and  seclusive  to  embrace  the  small  community  life  of 
the  cottage  group  of  even  his  own  house  companions. 
It  is  interesting  to  note,  as  is  usual  in  many  such  epileptics, 
in  a  mildly  irritable  psychotic  period  this  patient  said  that 
he  "  had  never  really  been  satisfied  or  content  anywhere." 
A  healthy  emotional  tone  has  been  persistently  lacking, 
and  his  life  is  a  monotonous  one  disturbed  only  by  the 
outcroppings  of  short  delirious  episodes  accompanying  or 
following  seizures.  The  content  of  these  is  shown  in  sex- 
ual and  religious  trends,  and  his  conscious  repression 
of  his  "sins."  He  holds  vague  ideas  that  he  is  im- 
potent because  of  early  sexual  excesses;  that  the  latter 
has  induced  his  epilepsy  and  that  the  epilepsy  is  a 
just  visitation  of  God  upon  him  for  his  iniquity.  He 
struggles  unsuccessfully  to  repress  the  trends  of  sexual 
ideas  and  his  delirious  episodes  are  odd  blends  of  first  one 
and  then  another  part  of  this  baffling  conflict.  When  the 
unconscious  ideas  pierce  consciousness  we  find  at  one 
period  the  patient  believes  himself  to  be  fully,  even  grossly, 
potent,  at  another  that  he  must  expiate  his  sexual  crimes 
through  a  pregnancy  and  childbirth,  that  God  has  ordered 
or  induced  it  and  that  by  such  distorted  expiations  he  is 
finally  to  be  saved  by  way  of  the  cross,  death,  etc. 

Some  of  the  productions  may  now  be  given  in  detail. 
After  a  series  of  three  grand  mal  seizures  he  was  actively 
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disturbed,  restless,  and  presented  this  stereotyped  flow  of 
content: 

'"It  is  the  funniest  thing  about  Solomon  and  his  wives. 
You  all  want  to  be  wise  men,  along  with  Solomon,  don't  you  ? 
It's  the  funniest  thing,  the  funniest  thing  about  Solomon  and 
his  wives.  It's  queer,  its  the  most  funniest  thing  about  Solo- 
mon and  his  wives,  for  everybody  that  talked  with  him  knew 
that  he  was  wise.  Did  you  ever  hear  anything  so  funny  as 
Solomon  and  his  wives?  " 

The  patient's  motor  excitement  was  extreme;  he  threshed 
about  wildty  on  his  bed,  sometimes  sitting  up  but  carrying 
the  motility  to  the  point  of  exhaustion.  At  times  one  had 
to  avoid  his  hands  or  else  be  struck.  In  the  midst  of  this 
excitable  delirium  his  attention  was  finally  gained,  and  he 
quieted  down.  He  was  partially  disoriented,  and  could 
not  answer  simple  questions.  The  delirious  episode  was 
cut  short  b}'  sedatives  and  hypnotics,  and  as  usual  when 
such  methods  are  used  to  shorten  the  delirium,  the 
patient  continued  to  be  dull  and  befogged  for  some  time 
after.  He  said  he  had  "tormenting  thoughts  and  queer 
strange  things  came  to  him,  ideas  of  people  doing  wrong  to 
him."  He  busied  himself  in  writing  letters  and  then  tore 
them  up,  "lest  something  in  them  should  sound  wrong." 
Evidently  the  vestigial  unconscious  ideas  were  still  demand- 
ing expression.  A  little  later  he  thought  "God  was  not 
pleased  with  him  and  that  he  had  done  wrong  again."  To 
meet  this  "tormenting  thought,"  he  invoked  prayer  and 
bible  reading.  He  continued  to  be  partly  disoriented  but 
the  state  gradually  cleared  in  a  few  weeks,  when  he  said 
with  insight  once  more  that  "there  had  been  batty  ideas" 
in  his  head.  Inasmuch  as  the  tormenting  ideas  had  partly 
come  into  consciousness  he  vaguely  felt  that  he  had  done 
something  wrong,  and  in  the  next  mild  delirium  he  said 
Christ  was  to  exact  punishment  and  the  world  was  to  come 
to  an  end  but  that  somehow  they  were  all  to  be  saved.  A 
little  later,  while  conscious  and  accessible  to  inquiry,  he 
volunteered  the  following  rationalization: 

"  For  quite  a  while  now  I  have  been  praying  a  good  deal. 
I  have  always  believed  in  it,  and  now  for  a  while  I  have 
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felt  that  God  has  been  talking  to  me — he  answers  my  pray- 
ers. I  feel  profane  at  times — I  do  not  exactly  say  the  things 
but  they  are  in  my  mind,  so  that  is  profanity.  I  begin  now 
to  think  that  the  Lord  is  answering  my  prayers — I  feel  now 
that  I  have  mastered  it — these  thoughts  do  not  come  to  me 
now. 

"Now,  here  is  another  thing  that  comes  to  me  in  my 
dreams.  It's  very  queer.  It  comes  to  me,  not  that  I  have 
any  desire  for  it  or  anything  of  the  kind;  I  dream  sometimes 
that  I  am  sleeping  with  my  wife,  but  there  is  nothing  more 
than  the  stiffness  of  the  penis,  and  no  intercourse  with  her 
at  all.  The  funny  part  of  it  is  that  I  have  no  desire  for  it 
during  the  day. 

Now  I  worry  quite  a  lot  over  this  epilepsy.  I  sometimes 
feel  that  it  will  make  me  an  imbecile.  It  will  come  into  my 
mind,  and  I  get  up  at  night  and  try  to  drive  them  away,  but 
the  thoughts  follow  me  right  up." 

In  the  delirium  which  succeeded  this  free  interval,  he 
wrestled  with  the  Lord  and  was  in  a  state  of  ecstasy.  He 
was  "to  make  an  ascent  to  heaven,  and  all  was  to  be  well." 

After  this  delirium  he  remained  clear  for  several  weeks; 
then  a  series  of  attacks  occurred,  he  became  partly  disori- 
ented and  inaccessible,  and  passed  into  a  mild  delirium, 
during  which  his  rectal  temperature  was  taken.  At  first  the 
procedure  annoyed  him,  but  later  in  the  process  he  laughed 
pleasantly  and  said  something  about  "together."  After  a 
short  period  he  lay  on  his  back  again,  placed  his  hands  in 
an  attitude  of  prayer,  and  said:  "Together,  together." 
Two  days  later,  he  lay  still  as  in  deep  thought  or  prayer;  he 
responded  clearly  when  addressed  but  by  his  manner  was 
evidently  repressing  some  particular  idea,  and  a  day  later 
he  developed  a  pregnancy  and  birth  phantasy.  First  he 
stated  that  he  had  pains  and  soreness  in  his  legs,  that  there 
was  a  "large  mass"  in  the  region  of  his  gall  bladder  and 
that  a  duct  ran  down  from  his  heart  to  this  mass.  Once  he 
said  the  mass  seemed  to  burst  and  brought  relief  to  the  con- 
dition of  strain,  but  that  after  he  turned  over  the  blood 
refilled  the  arteries.  The  following  day  he  said  that  the 
Deity  had  appeared  to  him  during  the  night  and  had  talked 


531 


to  him  about  epilepsy;  this  was  in  response  to  his  prayer; 
he  was  now  fully  conversant  with  the  cause  of  his  epilepsy, 
there  was  a  mass  in  the  right  upper  quadrant  of  his  abdo- 
men which  pressed  on  the  blood  vessels  or  something  and 
made  him  have  seizures;  when  it  discharged  it  made  him 
feel  better.  These  visions  he  saw  both  with  eyes  open  and 
closed.  He  related  all  this  without  undue  emphasis,  but 
was  convinced  that  the  visions  were  genuine. 

The  foregoing,  which  is  a  fairly  clear  homosexual  trend, 
initiated  in  part  by  the  rectal  temperature  having  been  taken, 
is  not  unlike  a  similar  case  detailed  at  length  by  MacOirdy. 
Numerous  succeeding  delirious  productions  showed  that 
this  patient  was  still  engrossed  with  the  birth  phantasy,  as 
in  the  following  suggestive  field:  Three  days  later  he  was 
found  sitting  on  the  toilet,  with  his  face  buried  in  his  hands, 
elbows  on  knees,  where  he  had  been  for  an  hour,  motion- 
less. On  seeing  the  physician  he  finally  replied  to  his 
questions  by  saying:  ' '  It's  all  right,  doctor,  it's  God's  will. 
I  am  following  the  wishes  of  Jesus  Christ."  For  several 
days  he  appeared  engrossed  in  carrying  out  the  "Lord's 
will "  and  said  that  the  Deity  was  guiding  him. 

At  this  stage  in  the  evolution  of  his  delusion  formation, 
there  being  a  more  or  less  rationalized  idea  that  he  was 
under  the  direct  guidance  of  the  Lord  and  that  through  preg- 
nancy and  birth  (possibly  meaning  his  own  rebirth)  he  was 
to  be  cured  of  his  epilepsy,  he  fell  into  a  quandary  again 
(at  the  crossroads  of  his  conscious  and  unconscious  striv- 
ings) just  how  he  was  to  get  rid  of  the  early  sins  of  irreg- 
ular sexual  practices.  By  his  acts  and  speech  it  seemed 
likely  that  his  repression  of  thinking  about  these  past  events 
was  proving  ineffectual,  yet  he  would  not  talk  of  his  trou- 
bles and  the  tormenting  ideas  kept  returning.  For  the 
purpose  of  making  the  whole  mechanism  clearer,  it  was 
decided  to  throw  his  conscience  out  of  balance  by  the  phy- 
sician siding  with  his  assumption  that  his  whole  previous 
life  had  been  wrong,  and  that  his  sequential  troubles,  both 
domestic  and  epileptic,  were  really  the  natural  result  of  such 
a  misspent  life.  So  soon  as  this  was  done,  the  patient  pro- 
tested feebly,  but  after  further  inquiry  he  apparently  acqui- 
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esced  in  the  view  that  it  was  so.  He  then  gave  evidence  of 
an  uneasy  repression.  He  bit  his  lip,  pulled  at  his  clothing, 
shifted  uncomfortably  in  his  chair,  and  finally  assumed  an 
air  of  complete  dejection.  A  grand  mal  attack  immedi- 
ately followed.  During  the  same  day  four  similar  interviews 
were  held,  and  all  resulted  in  grand  mal  attacks.  A  con- 
scious formulation  of  his  unconsciously  revealed  conflict 
was  so  unbearable  that  it  invariably  induced  attacks. 

Following  the  attacks,  while  still  in  the  befogged  state,  he 

replied  on  being  urged:     "Thinking  about  thinking 

about  what  the  doctor  said  I 

think  he  was  right  in  his  thoughts  about  my  trouble  

He  said  they  (the  tormenting  thoughts)  didn't  make  any  dif- 
ference about  my  disease."  (This  was  exactly  contrary  to 
what  was  said  to  him.)  After  a  long  pause  in  which  he  was 
regaining  a  fairly  conscious  control  of  his  mental  processes, 

he  said:     "I  think  I  don't  (with  more  energy  and 

quite  conscious)  —  I  presume  they  (the  tormenting  thoughts) 
really  affect  me  that  way." 

It  is  thus  seen  that  the  patient  while  most  befogged  after 
the  attack,  started  to  report  the  observer's  suggestions  aright, 
and  finally,  when  fully  conscious,  he  assumed  his  old  ration- 
alization that  the  epilepsy  was  really  caused  by  his  past  sins 
and  thus  he  was  back  again  to  his  original  views  and  conflict. 
After  these  painful  experimental  talks  with  the  pfrysician, 
the  patient  having  severe  attacks  at  each  interview,  he  be- 
came amnesic  to  the  whole  affair  as  far  as  any  conscious 
knowledge  was  concerned,  but  in  his  clouded  mental  state 
the  next  day  after  an  attack,  he  showed  that  the  whole 
underlying  conflict  had  been  greatly  perturbed.  He  had 
tormenting  ideas  that  blood  was  running  out  of  him,  he  was 
shrinking  up,  was  wasting  to  a  skeleton,  his  whole  life  was 
a  failure,  and  that  he  was  played  out.  After  another  grand 
mal  attack  he  had  a  crucifixion  dream,  in  which  he  was  to 
be  saved  and  ascend  to  heaven.  For  several  days  after, 
while  still  in  a  befogged  state,  he  passed  through  different 
hypnagogic  phantasies  of  being  tormented  and  saved  alter- 
nately. Crude  infantile  allusions  to  homosexual  and  Divine 
impregnation  played  the  chief  role  for  several  days  until  he 
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became  more  rational;  then  he  formulated  a  more  accepta- 
ble conscious  way  out  of  his  difficulties,  that  the  gift  from 
God  was  really  a  fund  for  saving  him,  a  bettering  of  the  en- 
tire colony  was  soon  to  take  place,  and  also  a  number  of 
epileptic  children  were  to  come  to  his  cottage  to  be  cured, 
etc.  As  a  final  conscious  formulation  of  the  whole  matter 
the  colony  itself  was  to  be  investigated  and  reconstructed. 
Then  our  patient  returned  to  his  ordinary  interparoxysmal 
epileptic  mood  and  temper,  such  as  detailed  at  the  begin- 
ning of  this  abstract,  in  which  he  was  irritable,  suspicious, 
seclusive  and  self-centered.* 

To  summarize  briefly,  this  is  a  case  in  which  the  patient 
had  made  a  poor  sexual  adjustment,  and  under  social  and 
economic  stress  he  became  a  grand  mal  epileptic.  As 
deterioration  advanced  he  became  more  and  more  engrossed 
in  his  past  domestic  and  economic  failures,  including  a 
sexual  impotence.  The  series  of  attacks  was  precipitated 
and  encouraged  by  certain  unconscious  ideas  formulated 
under  an  exaggerated  potency  and  homosexual  trend. 
Finally  there  were  crude  infantile  ideas  of  divine  impreg- 
nation and  childbirth,  or  his  own  rebirth.  Later  he  under- 
went the  agony  of  crucifixion  and  the  ascent  to  heaven 
as  a  final  salvation  from  all  his  troubles.  When  the 
delirious  episode  cleared,  the  homosexual  gift  was  trans- 
formed into  a  fund  provided  to  save  him  and  certain 
"epileptic  children."  As  a  last  stage  the  institution  was 
the  thing  really  wrong  and  certain  wise  and  beneficent 

*  In  many  such  cases  the  crude  content  undergoes  changes  that  seem  more 
compatible  with  the  normal  consciousness.  This  mechanism  is  well  known  in 
the  psychoses  where  the  crude  content  of  manic  and  delirious  episodes  fades  or 
transforms  into  more  rational  modes  of  thought  as  the  individual  patient 
gradually  recovers.  It  is  of  great  moment  fully  to  recognize  these  readjusting 
episodes,  their  content  and  the  manner  in  which  the  thought  is  transformed 
into  an  acceptable  conscious  life.  By  analyzing  these  levels  of  ideas  or  thoughts 
at  appropriate  intervals  as  the  patient  recovers  from  them,  one  is  often  able  to 
bring  a  certain  insight  in  the  morbid  trends  of  thought  and  thus  aid  the  patient 
in  accepting  a  more  stable  and  rational  adjustment  of  his  life  activities- 
Occasionally  one  notes  several  such  layers  or  depths  of  unconscious  thought 
that  occur  in  more  or  less  distinct  periods  on  different  days.  For  instance,  a 
young  epileptic  girl,  who  had  a  classic  epileptic  personality,  after  a  short  series 
of  attacks  for  a  week,  lost  the  usual  mental  stigma  of  her  disorder,  such  as 
stubbornness,  passionate  and  irritable  moods,  and  extreme  egoism,  and  became 
extremely  docile  and  pliant.  She  even  regressed  to  a  state  of  babyish  cooing 
and  chattering,  was  quite  obedient  and  considerate.  She  played  with  orna- 
ments on  the  nurse's  gown,  and  fancied  there  were  animals  pictured  on  the 
wall  paper.    She  toyed  with  her  beads  and  toilet  articles,  and  continually 
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individuals  were  to  remake  and  reform  the  whole  colony 
environment  and  thus  make  reality  endurable  for  such  un- 
fortunates as  himself — a  wish  phantasy  ever  present  in  the 
unadjusted  epileptic. 

In  maladjusted  and  deteriorated  cases  such  as  the  foregoing 
one  can  give  little  therapeutic  aid,  yet  much  may  still  be 
undertaken  in  the  free  periods  between  seizures  to  bring 
about  a  certain  degree  of  insight  by  simple  explanatory 
talks  on  social  and  sexual  adjustments.  A  wise,  friendly 
guidance  may  still  direct  such  individuals  to  a  happier 
interned  life  in  an  institution. 

From  the  clinical  material  we  have  already  studied  it  is 
fairly  obvious  that  the  mental  content  in  epilepsy  proves 
that  the  epileptic  regresses  from  the  displeasurable  difficul- 
ties of  life,  and  in  the  first  stages  of  the  fit  the  stress  alone 
may  be  uncovered;  whenever  the  patient  reaches  a  deeper 
unconscious  state,  he  gains  the  level  of  an  easily  recog- 
nized sexual  striving.  The  unconscious  wish,  too,  has 
different  formulations;  that  is,  that  the  epileptic  is  at 
home,  he  desires  prostitution  or  masturbation,  or,  in  the 
deepest  striving,  he  is  indulging  in  extremes  of  infantile 
pleasures,  or  finally  he  actually  obliterates  reality,  and  is 
in  a  state  suggestive  of  life  within  the  mother.  The  basic 
idea  in  such  studies  is  to  determine  the  defective  make-up 
and  its  specific  conflicts,  to  bring  in  the  patient's  mind  a 
better  insight  into  his  malady,  and  thus  cause  him  to  see 
the  sequence  and  consequence  of  his  crude  handling  of  life. 

practiced  self-pollution.  The  mood  continued  to  be  one  of  suppressed  merri- 
ment for  an  entire  day.  The  next  day  she  was  not  so  hilarious.  She  talked  of 
a  dream  she  had  of  the  father  coming  to  kiss  her.  She  did  not  want  to  be  left 
in  the  dark,  and  at  night  her  nurse  must  stay  with  her  or  a  candle  left.  She 
demanded  many  affectionate  partings  from  the  nurse,  whom  she  often  mis- 
called "  Mother."  The  third  day  this  dependence  on  the  nurse  (mother)  passed, 
and  our  patient  began  to  assert  her  "  rights."  She  was  still  willing,  however, 
to  make  the  nurse  little  presents  kl  for  all  her  kindnesses,"  but  she  spoke  in  a 
suspicious,  unkind  tone,  as  if  requiting  a  perfectly  just  debt.  The  greater 
part  of  the  fourth  day  she  spent  posing  in  front  of  her  mirror,  and  in  reading 
"Little  Women."  A  rebellious  attitude  and  an  injured,  bored  petulance 
returned  on  the  fifth  day  accompanied  by  sentimental  interest  in  young  men. 
Thoughts  of  marriage  and  a  sharp  critical  attitude  toward  her  friends  gradually 
crept  into  her  remarks.  On  the  sixth  day  she  assumed  her  old  intolerant, 
egoistic  attitude,  she  announced  her  emancipation,  recalled  her  former  gifts, 
and  assumed  her  interparoxysmal  epileptic  attitude;  she  began  her  fancied 
love  quests  for  other  patients  in  a  silly,  posing  attitude  whenever  she  was 
pressed  to  take  up  her  usual  work  and  study. 
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The  real  therapeutic  advantages  of  obtaining  a  content 
in  epileptics  is  comparable  with  that  employed  in  analyzing 
persons  who  suffer  from  the  benign  psychoses,  especially 
retarded  depressions,  who  we  know  are  very  considerably 
aided  in  making  a  more  stable  recovery  from  the  individual 
attacks.  Such  individuals  are  also  fortified  against  possi- 
ble recurrences  of  the  psychotic  episodes.* 

Any  one  following  this  therapeutic  procedure  should  bear 
in  mind  that  continued  epilepsy  from  its  very  nature  is  a 
deteriorating  disorder  ph37sically  and  mentally,  and  if  it  be 
allowed  to  progress  it  steadily  lowers  the  capacity  of  the 
individual  to  make  new  or  difficult  adaptations,  hence  any 
principle  of  treatment  which  is  based  upon  enlarging  or 
widening  the  plan  of  living  is  in  itself  bound  to  be  very  stress- 
ful. At  first  one  can  not  put  this  extra  strain  upon  the 
epileptic  without  entailing  more  attacks  than  before. 
Frequently  the  plan  of  analysis  given  here  must  be  under- 
taken for  short  periods  only  (days  or  weeks),  and  then  the 
patient  should  be  allowed  to  rest  in  the  newly  acquired 
position  until  he  thoroughly  accustoms  himself  to  it,  when 
more  advanced  work  may  be  again  undertaken.  If  the  same 
content  repeatedly  returns,  one  must  conclude  that  the 
special  conflict  about  which  the  desire  in  the  content 
groups  itself  is  so  basic  that  no  mere  analysis  will  set 
it  free.  Then  a  practical  system  for  eliminating  this  defect 
must  be  instituted.  Sooner  or  later  one  finds  that  simple 
analytic  talks  are  but  supplemental  guides  to  more  defi- 
nite methods  of  training  out  the  personality  defect.  The 
susceptibility  for  this  reeducation  will  give  a  just  estimate 
of  the  prognosis  in  the  individual  case.  It  has  also  been 
foundf  that  coincident  with  a  gradual  disappearance  of 
epileptic  reactions,  as  shown  in  the  fits,  per  se,  there  must 
be  a  corresponding  increased  capacity  for  work  and  other 
spontaneous  living  interests.  Usually  these  latter  clinical 
evidences  of  betterment  are  heralded  by  a  shortening  in 
the  reaction  time  and  a  lessening  of  perseveration.  The 
mere  cessation  of  attacks,  especially  under  sedatives,  with- 

*"  Some  Therapeutic  Considerations  of  Periodic  Mental  Depressions,"  Med- 
ical Record,  Feb.  9,  1918. 

t  "  Notes  on  the  Prognostic  Value  of  Psychometric  Tests  as  Compared  with 
Clinical  Signs  in  Epilepsy,"  Amer.  Jour,  of  the  Med.  Sciences,  May,  1918. 


536 


out  corresponding  improvement  in  the  psychologic  tests, 
really  indicates  that  the  underlying  deteriorating  disorder 
has  not  been  as  yet  favorably  modified  and  the  epileptic 
may  in  the  course  of  time  be  expected  to  break  out  again 
after  a  temporary7  arrest. 

Finally,  one  may  say  that  a  study  of  the  mental  content, 
both  conscious  and  unconscious,  in  epileptics  demonstrates: 
(l)  the  depth  of  the  unconscious  regression,  (2)  the 
special  types  of  conflict  which  the  epileptic  has  and  the  way 
he  tries  to  solve  them,  (3)  the  specific  type  of  primary  defect 
in  his  endowment.  Its  therapeutic  value  in  addition  to  the 
above  is  (4)  to  furnish  a  specific  point  of  analytic  attack  by 
simple  explanatory  talks,  and  (5)  to  show  more  definitely 
the  type  of  special  education  which  should  be  adopted  for 
each  individual  patient. 
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In  the  first  number  of  the  Sti/iss  Archives  of  Neurology  and  Psy- 
chiatry (edited  by  von  Monakow  and  published  by  Orell  Fiissli  in 
Ziirich)  Bleuler  discusses  the  foundations  of  heredity  studies  in  de- 
mentia praecox.  He  was  evidently  stimulated  to  do  this  by  an  article 
by  Riidin  upon  heredity  in  dementia  praecox.  Unfortunately  this 
article  is  at  the  present  time  not  available  in  this  country.  Therefore 
we  have  to  confine  ourselves  to  reviewing  that  part  of  Bleuler's  paper 
which  deals  with  his  point  of  view,  refraining  from  a  third  hand  ren- 
dering of  Riidin  s  results,  since  it  would  be  difficult  to  do  justice  to 
them  without  having  access  to  the  original. 

Everyone  will  undoubtedly  agree  with  the  criticism  with  which 
Bleuler  starts,  to  the  effect  that  most  heredity  studies  confine  them- 
selves to  the  cases  which  are  readily  accessible  to  the  psychiatrist  but 
which  manifestly  represent  a  selection;  that  however  the  figures  thus 
obtained,  in  spite  of  their  incompleteness,  are  used  in  the  same  way 
as  the  experimenter  who  has  crossed  red  and  white  peas  and  who  is 
dealing  with  complete  generations  uses  his  figures.  There  is  no 
doubt,  B.  continues,  that  if  we  take  into  consideration  only  those  sibs 
in  which  insanity  has  occurred  and  leave  out  others  in  which,  in  spite 
of  heredity,  no  insanity  is  present,  the  figures  must  of  necessity  be 
wrong.  A  further  difficulty  which  B.  points  out  is  the  uncertainty  of 
the  group  of  dementia  praecox.  The  definite  hospital  cases  (which 
Riidin  alone  used)  are  by  no  means  all;  many,  surely,  live  outside  of 
hospitals;  the  social  factors  which  determine  the  admission  to  hospi- 
tals can  not  be  used  to  circumscribe  a  disease.  Many  cases  who  later 
are  unmistakably  dementia  praecox  are  for  years  not  suspected;  and 
many  unclear  cases  in  hospitals  later  turn  out  to  be  dementia  praecox. 
We  do  not  know  where  to  draw  the  line  in  dementia  praecox  families 
between  psychopaths  and  schizophrenics.  The  boundaries,  therefore, 
are  clear,  neither  toward  normality,  nor  toward  the  psychoses  or  neu- 
roses. As  he  did  in  his  well  known  book  on  dementia  praecox,  so  here 
B.  considers  the  probability  that  what  we  call  dementia  praecox  in 
reality  represents  several  disease-entities. 

An  important  consideration  is  that  we  really  do  not  know  what  is  in- 
herited.   The  clinical  picture  is  evidently  not  the  inherited  abnor- 
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mality,  although  B.  suggests  that  his  "primary"  symptoms  are 
probably  nearer  to  it  than  his  "secondary"  symptoms.  He  admits, 
of  course,  the  importance  of  an  anlage  for  the  development  of  the 
disease  and,  if  I  undertand  him  correctly,  is  willing  to  suppose  that 
this  might  be  manifest  or  not.  It  might  be  like  the  anlage  of  arterio- 
sclerosis which  produces  manifest  signs  only  late  in  life;  again  it  might 
be  possible  that  the  disease  is  merely  a  reaction  of  an  abnormally 
constituted  mind  to  external  situations.  He  then  goes  on  to  mention 
the  early  abnormalities  which,  I  take  it,  would  correspond  to  what  we, 
in  this  country,  call  the  mental  make-up,  and  states  that  we  do  not 
know  whether  this  represents  the  disease  or  merely  an  anlage.  On 
the  other  hand  he  affirms  that  his  latent  schizophrenia  is  already  the 
disease.  It  seems  to  the  reviewer  that  it  would  undoubtedly  be  diffi- 
cult to  differentiate  the  latent  cases  from  the  make-up.  Later  in  the 
paper  B.  suggests  as  a  fruitful  problem  to  undertake,  in  order  to  get  a 
clearer  idea  as  to  what  is  inherited,  a  study  of  the  early  abnormalities 
in  potential  praecoxes  and  he  enumerates  the  following  traits:  1.  The 
shut-in;  2.  The  irritable,  stubborn;  3.  The  lazy,  aimless,  with  a 
tendency  to  crime  (these,  according  to  B.,  have  less  tendency  to  de- 
terioration); 4.  The  goody-goody;  in  other  words  precisely  those  traits 
which  we  combine  under  the  term  dementia  praecox  make-up.  After 
all,  therefore,  B  seems  to  look  upon  these  traits  as  standing  in  closest 
relationship  to  the  inherited  abnormality.  Finally,  he  also  suggests, 
however,  that  the  inherited  abnormality  might  be  anatomical  or 
chemical  or  neurological  (I  suppose  he  means  what  might  be  called 
physiological) .  So  far  as  the  influence  of  external  factors  is  concerned 
we  know  that  they  may  bring  on  an  outbreak  of  the  disorder,  but,  ac- 
cording to  B. ,  we  do  not  know  whether  they  only  precipitate  or  actually 
cause  the  disease.  Moreover,  it  is  conceivable  that  internal  factors  or 
mental  traits  which  have  nothing  to  do  with  the  determiners  of  de- 
mentia praecox  might  help  to  bring  about  the  disease,  e.  g.,  a  certain 
sensitiveness  of  the  individual  which  need  not  be  present  only  in  the 
potential  praecoxes. 

About  the  frequency  of  other  psychoses  in  the  brothers  and  sister9 
of  dementia  praecox  patients,  which  Riidin  pointed  out.  B.  suggests 
that  they  might  be  the  expression  of  components  or  combinations  of 
components  which,  in  other  combinations,  might  bring  about  dementia 
praecox.  It  is  certainly  evident  that  the  fundamental  abnormality 
which  is  inherited  is  not  yet  known  and  that  the  manifest  disorder  is 
undoubtedly  connected  with  it  by  a  long  causal  chain,  complicated, 
probably,  by  the  cooperation  of  various  internal  and  external  factors. 

Riidin  concluded  from  his  results  that  a  single  determiner  could  not 
be  at  work.  B.  thinks  that  perhaps  a  wider  concept  of  demen- 
tia pnecox  might  have  given  different  results.  But,  if  there  are  more 
than  one  determiner,  we  would  have  to  find  out,  for  example,  whether 
the  individual  determiners  give  rise  to  manifest  traits  or  are  only  con- 
ditional factors  (like  the  factor  in  mice  which  can  only  be  inferred 
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through  the  fact  that  in  its  presence  the  individual  colors  manifest 
themselves) ;  or  we  would  have  to  determine  whether  definite  traits 
correspond  to  the  individual  determiners,  and  if  so,  whether  these  are 
all  morbid  traits,  indeed  whether  they  are  all  mental  traits;  again, 
whether  they  occur  in  other  disorders  as  well.  We  also  must  not  for- 
get that  there  are  determiners  which  impede  the  manifestations  of 
certain  traits.  It  is  even  conceivable  that  certain  determiners  might 
be  replacable.  The  imperceptible  gradations  from  the  normal  to  se- 
vere dementia  praecox  might  have  various  causes:  1.  The  gravity 
might  depend  on  factors  which  are  not  a  part  of  dementia  praecox; 

2.  The  recessiveness  might  have  different  degrees  of  completeness; 

3.  Several  determiners  might  together  produce  the  maximum  of  mani- 
festations, a  smaller  number,  lesser  degrees;  4.  The  difference  might 
depend  on  external  factors 

He  ends  up  this  part  of  the  paper  by  giving  what  he  considers  to  be 
the  necessary  foundations  for  a  study  of  the  heredity  of  dementia 
praecox:  1.  We  would  have  to  know  the  boundaries  of  the  disease, 
not  only  of  the  manifest  but  also  of  the  hereditary  abnormality.  2. 
We  would  have  to  know  the  causal  relationship  between  the  hered- 
itary and  the  manifest  disorder.  3.  A  definite  diagnosis  would  have 
to  be  possible  in  most  cases.  If  the  disease  is  recessive  all  duplex 
recessives  would  have  to  be  dementia  praecox.  4.  We  would  have  to 
be  able  to  distinguish  dominant  and  recessive  duplexes  from  sim- 
plexes.  5.  We  would  have  to  be  able  to  study  all  cases  in  the  families. — 
All  these  conditions  are  not  fulfilled  at  present.  He  mentions  some 
other  conditions.  6.  The  heredity  must  not  depend  upon  sex.  This, 
of  course,  is  fulfilled.  7.  The  mortality  of  the  R.  R.,  the  D.  R.  and  the 
D.  D.  types  must  be  the  same,  which  is  probably  true  to  a  sufficient 
degree,  so  as  not  to  interfere.  S.  There  must  be  no  change  in 
dominance.  .  This  is  a  point  about  which  we  have  too  little  knowledge. 
9.  External  factors  must  not  change  the  figures  without  our  being  able 
to  determine  this  influence.  This  again  is  a  factor  of  which  we  have 
too  little  knowledge.  10.  We  must  be  able  to  exclude  the  possibility 
that  the  disease  ever  springs  up  de  novo.  It  is  obvious  that  B.,  there- 
fore, does  not  share  the  optimistic  views  of  Riidin  that  we  are  not  far 
from  clearing  up  the  heredity  problem  in  dementia  praecox.  He  feels 
that  a  consideration  of  all  the  points  above  mentioned  would  have 
materially  modified  Riidin's  conclusions  as  well  as  his  viewpoint. 

As  an  interesting  problem  to  attack,  B.  suggests  a  careful  investiga- 
tion of  individual  families  in  regard  to  all  peculiarities  of  the  members 
and  mentions  as  an  interesting  small  beginning  in  this  direction  the 
fact,  shown  by  Boven,  that  the  psychopaths  in  dementia  praecox 
families  differ  from  the  psychopaths  in  manic-depressive  families. 
Such  a  study  would  have  to  be  done  without  confining  oneself  to  one 
disease  or  to  families  with  patients,  but  with  the  aim  to  study  families 
with  psychoses  as  well  as  other  abnormalities  and  also  families  in 
which  nothing  but  normal  individuals  occur.    After  this  the  types 
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can  be  compared.  Such  a  problem,  B.  acknowledges,  could  not  be 
attacked  by  one  investigator  alone. 

In  the  last  part  of  the  paper  B.  takes  up  a  few  other  problems, 
among  which  the  following  may  be  mentioned:  Riidin  states  that  he 
was  unable  to  demonstrate  in  his  cases  the  principle  of  anteposition 
(the fact  that  children  break  down  at  an  earlier  age  than  the  parents). 
The  claim  that  such  a  principle  exists  is,  however,  often  made. 
According  to  B.  it  would  not  be  unexpected  in  a  disease  like  dementia 
praecox,  since  those  who  are  married  naturally  represent  a  certain 
selection  of  those  who  break  down  late.  Then  again  B.  asks,  why  it  is 
that  dementia  praecox  does  not  show  any  tendency  to  die  out,  since 
Riidin  showed  that  the  mortality  is  three  and  a  half  times  as  great  as 
in  the  normal,  and  since  we  know  that  many  schizophrenics  have  no 
chance  to  have  offspring  and  since,  besides,  anteposition  may  hold  good 
to  a  certain  extent.  He  states  himself  that  the  query  is  therefore 
justifiable  whether  not,  after  all,  this  disease  may  arise  de  novo. 

HOCH. 

Walter,  R.:  Hirnsyphilis  and  Psychose.  (Cerebral  Syphilis  and 
Psychosis.)  Zeitschrift  fur  die  gesammte  Neurologie und  Psychi- 
atrie,  Vol.  26,  pp.  251-317. 

The  writer  reports  a  number  of  interesting  cases  of  mental  disorder 
associated  with  cerebral  syphilis: 

Case  1.  A  man  of  46,  who  had  syphilis  when  31.  showed  on  admission 
loss  of  pupil  reaction,  eye-muscle  palsies,  deviation  of  the  tongue  and 
Babinski  on  one  side.  However,  Wassermann  and  lumbar  puncture 
were  negative.  The  mental  disorder  is  said  to  have  dated  back  four 
years,  since  which  time  he  was  unable  to  work.  Under  observation, 
he  showed  no  demonstrable  memory  or  retention  defect,  but  poor  re- 
sults in  more  difficult  calculations,  was  shallow  in  giving  definitions 
and  rendering  a  story.  In  addition  to  that  he  had,  as  probably  the 
most  prominent  feature,  a  marked  loss  of  initiative.  Case  2,  I  omit 
because  it  is  not  convincing.  Case  3  offers  nothing  of  special  interest. 
It  seems  to  be  a  straight  Korsakoff  picture.  Case  4  is  interesting  on 
account  of  a  definite  general  paralysis  beginning  in  a  case  who  by  the 
neurological  signs  and  by  the  course  is  very  likely  a  cerebral  syphilis. 
He  was  a  man  of  30,  admitted  1907.  He  had  syphilis  when  23.  A 
year  before  admission  he  complained  of  weakness  of  the  left  leg  with 
pains  in  the  right.  Shortly  before  admission  he  had  a  transient  dis- 
order of  his  eye-sight.  On  admission  there  was  stiffness  of  one  pupil  and 
unequal  knee-jerks.  Later  he  presented  at  one  time  flaccid  paralysis 
of  the  right  side,  on  another  occasion  sudden  paralysis  of  the  oculo- 
motorius.  A  short  time  before  admission  he  got  married  and  the  wife 
stated  that  he  was  irritable,  emotional,  again  busy,  buying  unneces- 
sary articles.  He  also  told  his  wife  that  he  had  just  been  to  a  prosti- 
tute. On  admission  he  showed  a  tendency  to  sleep  much  and  was 
euphoric.    He  thought  he  was  in  a  general  hospital  and  that  the  month 
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was  March  (July).  From  the  next  day  he  seems  to  have  persist- 
ently shown  a  marked  retention  defect  with  retrograde  amnesia  and 
disorientation.  This  was  still  continuously  associated  with  euphoria, 
also  with  "  Witzelsucht  "  insolence  and,  at  times,  shameless  musturba- 
tion.  The  condition  did  not  progress  so  that  five  years  later  he  seems 
to  have  been  substantially  the  same.  Case  5  also  represented  essen- 
tially a  Korsakoff  complex  with  extensive  neurological  signs.  It  is 
interesting  through  the  fact  that  it  arose  suddenly  together  with  an 
eye-muscle  palsy. 

More  interesting  are  the  psychoses  associated  with  syphilis  which 
resemble  more  this  constitutional  reaction.  Pie  first  reports  two  cases 
of  relatively  simple  hallucinoses  (cases  6  and  8)  which  passed  over 
quickly,  and  another  case  (7)  in  which  a  depressive  mood  modified 
the  clinical  picture,  and  which  was  of  somewhat  longer  duration. 
These  cases  are:  Case  6.  A  woman  of  49,  admitted  November,  1913. 
The  date  of  the  syphilitic  infection  is  not  known,  but  there  is  a 
history  of  a  left-sided  stroke  seventeen  years  before  admission, 
while  on  admission  there  was  found :  absence  of  reaction  of  left 
pupil,  right  ptosis  and  palsy  of  the  inferior  oblique  and  superior 
rectus  together  with  residuals  of  a  left  hemiplegia.  But  the 
Wassermann  reaction  in  the  fluid  and  the  other  lumbar  puncture 
findings  were  negative.  Blood  —  Wassermann  was  positive.  The 
development  of  the  psychosis  was  according  to  the  patient, 
as  follows :  Five  months  before  admission  a  relative  appeared 
in  a  dream  and  said:  "Come,  come."  After  that  she  heard  this  now 
and  then  repeated  at  night.  The  husband  stated  that  she  neglected 
the  household  for  some  months.  Sometime  before  admission,  the 
patient  says,  she  thought  a  woman  lodger  and  her  husband  were  mak- 
ing eyes  and  that  he  wanted  to  get  rid  of  her.  She  became  markedly 
afraid,  smelled  sulphur,  thought  the  woman  wanted  to  poison  her  cat, 
left  the  house  and  called  for  help.  On  admission  an  attack  of  twitch- 
ing of  the  whole  body,  lasting  one  minute,  was  observed,  after  which 
she  vomited  and  seemed  exhausted.  She  was  in  great  anxiety,  asked 
whether  her  husband  was  still  alive,  begged  for  mercy.  But  there  were 
then  no  hallucinations.  It  is  stated  that  the  intelligence  was  some- 
what reduced,  also  the  retention  (no  facts  given).  With  antisyphi- 
litic  treatment  this  anxiety  diminished.  W.  points  out  that  this 
clinical  picture  differs  from  an  alcoholic  hallucinosis  by  the  scarcity 
of  the  hallucinations,  the  absence  of  any  relationship  between  halluci- 
nations and  delusions  and  by  the  hallucinations  of  smell.  Case  8 
is  a  man  of  30,  admitted  February,  1914.  He  had  had  syphilis  eleven 
years  before.  During  the  year  preceding  the  admission  he  had  a 
syphilitic  throat  affection  and  was  treated  with  salvarsan.  On  admis- 
sion he  showed  sluggish  reaction  of  the  right  pupil,  facial  unequality 
and  unequal  knee-jerks,  positive  Wassermann  in  the  blood.  The  psy- 
chosis was  as  follows:  Six  weeks  before  admission  he  thought  they 
had  put  something  in  his  beer  because  he  had  a  prickling  sensation  in 
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his  tongue.  At  night  he  heard  the  voices  of  two  relatives  asking 
about  his  brother.  In  the  factory  he  felt  persecuted,  the  people  did 
not  look  at  him.  He  thought  the  police  were  after  him,  perhaps  be- 
cause a  girl  whom  he  had  promised  to  marry  had  denounced  him.  On 
the  street-car  people  talked  about  "beautiful  girls,"  and  "unpaid  pig- 
bones,"  perhaps  they  were  men  connected  with  the  police.  At  night 
voices  told  him  he  had  to  listen  to  them  and  asked  him  about  his 
whole  former  life.  In  the  factory  the  voices  made  him  spit  when  he 
saw  a  girl  or  a  boy  go  by  or  when  he  saw  a  needle  or  a  piece  of  paper. 
He  went  himself  to  a  physician  and  was  sent  to  the  clinic.  He  was 
quiet  on  admission  and  the  voices  disappeared  in  a  week.  It  is  stated 
that  he  had  no  fear  at  any  time.  He  was  intellectually  normal.  W. 
makes,  of  course,  the  point  that  this  case  differs  from  an  alcoholic 
hallucinosis  chiefly  by  the  absence  of  anxiety.  Case  7  is  a  man  of 
34,  admitted  January,  1914.  He  probably  had  syphilis  eight  years  be- 
fore admission.  Under  observation  he  showed  stiffness  of  the  left 
pupil,  left  ptosis,  slight  weakness  of  the  R.  facial  and  unequal  knee- 
jerks.  There  was  a  slightly  positive  Wassermann  in  the  fluid,  no 
increase  in  cells.  He  presented  the  following  psychosis:  A  few  days 
before  admission  he  began  to  hear  voices  say:  "Stab  yourself."  At 
the  same  time  he  got  anxious  and  read  the  bible.  Under  observation 
he  heard  voices  constantly,  spoke  of  them  as  the  voice  of  God,  said 
that,  when  an  electric  car  passed  by,  the  noise  was  transmitted  to  his 
brain  and  that  then  he  heard  the  voice  of  God.  He  thought  the  voices 
were  his  own  thoughts.  He  also  said  he  had  asked  Christ  whether  he 
should  hear  the  voices.  One  voice  said:  ' '  If  you  call  the  voice  of  God, 
you  die;  if  you  call  electricity,  you  die."  Another  said:  "He  read 
the  bible  and  he  did  not  understand  it."  He  got  better  in  a  few  weeks, 
the  voices  became  low  and  he  thought  they  had  been  transferred  from 
the  inside  to  the  air.  He  was  discharged  but  the  voices  continued. 
He  heard  them  from  the  window.  They  said:  "Lie  down  and  die," 
but  also,  "go  to  sleep,  you  will  get  well."  They  made  him  sad  and 
it  is  stated  that  throughout  he  appeared  sad  and  somewhat  retarded. 
He  again  thought  the  voices  were  his  own  thoughts,  later  oscillated 
about  this,  thought  that  perhaps  they  might  come  from  an  invisible 
being  that  was  accompanying  him.  In  spite  of  the  fact  that  he  thought 
the  voices  wanted  to  help  him,  he  was  sad  and  was  afraid  they  would 
get  worse  or  that  he  might  suddenly  die.  Three  months  after  onset, 
the  voices  stopped  and  he  became  freer.  W.  naturally  speaks  of  are- 
semblance  to  manic-depressive  insanity. 

Then  he  reports  a  case  which  he  regards  as  an  anxiety  psychosis  in  the 
sense  of  Wernicke  and  points  out  that  Wernicke  found  this  type  in  alco- 
holics with  emphysema  and  heart  disease,  while  Kauffmann  found  it 
associated  with  grave  diabetes  The  case  which  he  reports  was  later  in 
the  course  complicated  by  a  profound  pernicious  anaemia.  This  case  (9) 
was  a  man  of  52.  admitted  August,  1912.  He  had  a  venereal  infection 
seventeen  years  before  admission  and,  on  admission,  A.  R.  pupils,  in- 
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equality  of  the  palpebral  fissures,  and  of  the  facial  innervation,  positive 
Wassermann  in  blood  and  fluid,  lymphocytosis  and  positive  Xonne. 
Two  years  before  admission  he  became  forgetful  and  uncritical.  A 
month  before  admission  he  heard  voices,  thought  people  wanted  to  kill 
him  and  he  imagined  he  saw  forms.  Then  he  got  "confused  "  and  tried 
to  kill  himself.  On  admission  he  was  not  entirely  oriented.  He  thought 
he  was  going  to  be  killed,  an  idea  which  persisted;  he  often  begged  to 
be  saved,  thought  the  doctor  was  writing  his  death  warrant,  was  at 
times  quite  desperate  and  very  anxious,  while  at  other  times,  though 
having  the  same  ideas,  he  was  remarkably  placid.  Various  intellec- 
tual defects  are  spoken  of  but  the  examination  was  superficial.  These 
intellectual  defects,  in  spite  of  the  anamnesis,  are  attributed  to  "inhi- 
bition. "  Toward  the  end  there  supervened,  with  the  pernicious 
anaemia,  confusion  and  hallucinations  of  sight.  The  autopsy  showed 
a  meningitis  without  plasma  cells  and  without  evidence  of  Heubner's 
endarteritis,  some  degenerative  changes  in  the  cortex,  but  nothing 
pointing  to  general  paralysis. 

To  these  cases  is  added  one  to  which  he  applies  a  diagnosis 
of  Dammerzustand,  but  as  it  was  not  well  observed  we  omit 
it,  all  the  more  since  cases  of  actual  confusion  are  well  known 
in  cerebral  syphilis.  W.  points  out  that  these  cases  correspond 
to  what  Bonhoffer  called  exogenous  reactions  and  that  it  is  there- 
fore not  surprising  that  they  should  occurr  in  cerebral  syphilis. 
He  finally  reports  a  case  with  six  attacks,  commencing  after  the  in- 
fection and  at  a  time  when  neurological  symptoms  were  already  in 
evidence,  and  characterized  by  depression  with  retardation  but  also 
hallucinations.  He  considers  in  this  case  the  possibility  that  we  are 
dealing  with  a  manic-depressive  psychosis  in  which  the  syphilis  has 
only  modified  the  clinical  picture.  hoch. 


DEPARTMENT  OF  PSYCHOPATHOLOGY. 

Birnbaum  Karl:    Die  Psycliopathischen  Yerbrecher.    (The  Psy- 
chopathic Criminal.)    Berlin:    P.  Langenscheidt,  1914. 

The  wide  popularity  and  recognition  which  psychometric  methods 
have  attained  in  the  study  of  mental  equipment  and  capacity  have 
served  the  very  desirable  purpose  of  drawing  sufficient  attention 
to  mental  deficiency  among  the  socially  maladjusted.  But  along 
with  this  popularization  of  these  methods  there  crept  in  the  danger 
of  a  too  dogmatic  belief  in  the  various  scales  of  intelligence  meas- 
urement with  the  result  that  on  the  one  hand  cases  have  been 
placed  in  the  defective  group  which  did  not  properly  belong  there, 
and  what  is  still  more  important,  cases  of  definitely  pathological 
constitution  have  been  entirely  overlooked  because  the  pathological 
in  them  could  not  be  defined  in  terms  of  intelligence  defect.  This 
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is  particularly  true  of  those  conditions  which  psychiatrists  are  wont 
to  designate  as  "psychopathic  constitutions,"  "constitutionally 
inferior,"  "degenerative  personalities." 

Experience  with  the  various  psychometric  methods  soon  demon- 
strated that  while  the  psychopathic  individual  may  be  burdened  in 
addition  to  his  general  inferiority  with  a  defective  intelligence,  he 
need  not  be  so  burdened,  and  in  fact  shows  no  intellectual  defect 
per  se  in  a  great  many  instances.  In  other  words,  the  psychopath 
may  not,  and  actually  does  not  in  many  instances,  demonstrate  any 
such  deviation  from  normality  as  might  be  defined  by  means 
of  the  various  psychometric  methods.  Psychometry  aims  at  the 
definition  of  mental  processes  and  equipment  which  have  to  do 
primarily,  if  not  solely,  with  the  intellectual  component  of  man, 
and  ignores  largely,  if  not  wholly,  his  emotional  and  volitional 
components.  Yet  the  sphere  of  the  emotions  constitutes  the  central 
point  of  all  psychic  life  which  it  permeates  in  all  its  manifestations. 
It  is  the  determinant  of  all  important  characteristics  of  behavior; 
it  is  of  essential  importance  for  all  thinking,  feeling  and  acting. 
It  constitutes  the  root  of  personality :  that  which  characterizes 
the  essential  nature  of  a  given  individual,  his  personal  characteristics, 
is  in  closest  relation  with  his  emotional  life.  It  is  not  only  the 
individual's  particular  way  of  expressing  his  affects,  his  personal, 
religious,  moral,  esthetic  and  other  feelings,  but  also  his  peculiar 
way  of  thinking  and  of  exercising  judgment,  his  fundamental  view- 
points, principles  and  dogmas,  his  criteria  and  standards,  his  intel- 
lectual interests,  all  of  this  is  determined  to  a  pronounced  degree 
by  emotional  influences. 

The  situation  is  no  different  when  it  comes  to  volition  and 
action,  to  the  carrying  into  execution  or  the  abandoning  of  a  given 
line  of  action.  This,  too,  derives  its  starting  point  from  the  emo- 
tional sphere,  and  the  relationship  is  obvious  in  such  modes  of 
behavior  as  clearly  bear  the  stamp  of  the  affective,  instinctive 
and  spontaneous.  But  even  in  clearly  deliberative,  voluntary 
activity,  we  may  detect  emotional  factors  at  work.  The  motives 
for  all  indulgence  or  abstinence  in  behavior  are  derived  from 
emotional  tones  (pleasurable  or  unpleasurable  imagery,  attraction 
and  repulsion,  strivings  and  counter-strivings).  Upon  the  strength 
of  these  feelings  depends  the  intensity  of  the  motive,  and  by  the 
same  token,  the  urge  for  the  action.  In  the  battle  of  motives,  the 
decision  rests  with  the  side  which  possesses  the  preponderance  of 
a  ff  ectivity. 

In  thus  stressing  the  emotional  component  in  the  behavior  of 
man,  Birnbaum  succeeds  very  well  in  preparing  the  reader  for  what 
is  to  follow  in  his  discussion  of  what  he  terms  a  "psychology  of 
psychopathy,"  to  which  the  major  part  of  the  book  is  devoted. 
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For,  if  a  thorough  consideration  of  emotional  factors  is  abso- 
lutely essential  for  the  understanding  of  behavior  in  general,  this 
is  especially  true  for  the  understanding  of  the  behavior  of  the 
psychopath,  whose  main  distinguishing  characteristic  of  constitution 
is  a  pathological  affectivity.  If  one  were  to  attempt  at  this  juncture 
to  define  further  the  general  concept  of  psychopathy  one  might  find 
it  convenient  to  draw  a  differentiating  line  between  the  psychopathic 
personality  and  the  intellectually  defective  per  se,  or  the  feeble- 
minded. Not  that  these  conditions  are  at  all  mutually  exclusive, 
but  in  dealing  with  clear  types  one  finds  on  the  one  hand  a  state 
of  general  deficiency  —  an  oligophrenia  —  as  Kraepelin  terms  it, 
while  on  the  other  hand  it  concerns  a  partial  deficiency,  a  stunted 
or  perverted  development  of  some  one  or  more  psychic  attributes. 
While  the  feebleminded  individual  need  not  become  antisocial,  or 
a  difficult  individual  social  problem,  or  even  markedly  asocial,  for 
many  feebleminded  have  been  known  to  lead  serene,  peaceful  and 
fairly  useful  lives  under  properly  adjusted  conditions,  no  feeble- 
minded individual  is  likely  to  distinguish  himself  by  an  act  of 
exceptional  social  usefulness  or  productiveness.  That  this  is  not  true 
of  the  psychopath,  one  might  expect  from  a  consideration  of  the 
essential  nature  of  psychopathy  and  from  a  glimpse  at  the  lives 
of  many  prominent  historical  personages  who  were  undoubtedly 
psychopathic. 

The  psychopath  contributes  in  no  small  degree  to  the  problem 
of  social  maladjustment  (among  last  year's  admissions  to  Sing  Sing 
at  least  eighteen  per  cent  were  so  classified)  ;  but  he  is  also  capable 
of  acts  of  unusual  social  value.  It  must  be  evident  that  this  funda- 
mental difference  between  the  purely  feebleminded  and  purely 
psychopathic  carries  with  it  a  most  important  therapeutic  bearing. 
The  comparative  simplicity  and  uniformity  of  the  clinical  picture 
of  the  "oligophrenic"  may  well  find  a  therapeutic  solution  in  the 
various  types  of  custodial  and  pedagogic  care,  but  no  great  therapeutic 
benefits  can  accrue  to  the  psychopath  from  such  comparatively 
simple  and  uniform  methods.  Each  psychopath  constitutes  an 
individual  problem  in  psychopathology,  and  requires  for  a  proper 
understanding  and  administration,  a  much  more  intensive  individ- 
ualization. Birnbaum  recognizes  this  fully  when  he  warns  us  that 
a  too  isolated  consideration  of  the  individual  traits  of  character 
of  the  psychopath  (to  a  delineation  and  discussion  of  which  he 
devotes  over  three  hundred  pages  of  his  book)  will  not  give  us  a 
clinical  picture  which  corresponds  to  reality;  that,  after  all,  in 
actual  practice  one  does  not  come  in  contact  with  individual  traits 
but  with  personalities,  in  whom  all  sorts  of  imaginable  combina- 
tions of  pathological  traits  exist. 

Because  Birnbaum  includes  in  his  book  a  discussion  of  degen- 
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erative  feeblemindedness  ( Verstandesmangel  bei  Psychopathen  und 
degenerativer  Schwachsinn,  p.  276)  one  must  not  conclude  that  he  is 
not  conscious  of  the  differentiation  which  we  have  outlined  above 
between  pure  feeblemindedness  and  psychopathy.  We  have  already 
stated  that  the  two  conditions  are  not  mutually  exclusive.  Feeble- 
mindedness is  frequently  the  result  of  that  degenerative  ahlage  which 
Birnbaum  marshals  as  the  chief  etiologic  factor  of  psychopathy  and 
the  soil  upon  which  this  condition  develops. 

It  is  readily  understandable,  therefore,  how  the  feebleminded 
may  be  burdened  in  addition  to  the  intelligence  defect  with  psycho- 
pathic traits,  and  that  the  psychopath  may  show  as  part  of  the 
clinical  picture,  an  underdeveloped  intelligence.  He  believes,  how- 
ever, that  good  intelligence  in  connection  with  psychopathy  comes 
to  light  in  social  life,  by  preference,  in  a  salutary  fashion.  It 
enables  the  psychopath  to  neutralize  his  antisocial  tendencies,  or, 
at  least,  to  check  their  expression  from  utilitarian  motives.  Good 
intelligence  is,  therefore,  not  to  be  sought  in  the  criminal  psychopath, 
although  one  finds  it  here  often  enough.  Good  intelligence  not 
always  succeeds  in  the  face  of  the  more  potent  emotional  factors, 
as  the  contrast  between  good  insight  and  intentions  —  and  the 
totally  contradictory  behavior  demonstrates. 

If  therapeutic  considerations  demand  a  clear  understanding  of 
the  difference  between  pure  feeblemindedness  and  psychopathy,  the 
necessity  for  this  becomes  still  more  urgent  for  diagnostic  pur- 
poses. While  objective  and  experimental  psychology,  upon  which 
the  various  psychometric  methods  are  based,  serve  to  a  remarkably 
dependable  degree  for  the  definition  of  pure  intellectual  deficiency, 
albeit  only  as  a  most  important  adjuvant  factor  in  diagnosis,  these 
objective  psychological  methods  fail  us  almost  entirely  when  we 
attempt  to  define  the  psychopath.  Here  one  must  have  recourse 
primarily  to  a  probing  of  the  subjective  life  of  the  individual,  and 
how  terribly  unconvincing  our  findings  as  result  of  such  probing 
seem  to  the  uninitiated,  and  yet  it  is  the  uninitiated,  on  the  part  of 
whom  a  clear  recognition  of  the  concept  of  psychopathy  is,  after 
all,  most  essential  if  the  psychiatrists'  contributions  to  social  prob- 
lems are  to  attain  their  full  pragmatic  value. 

One  might  hold  forth  very  learnedly,  indeed,  before  many  a 
judge  and  jury,  anent  the  psychopath's  general  inconsistency,  his 
emotional  instability  and  impulsiveness,  his  tendency  to  paranoidism 
and  peculiar  valuations,  his  overweening  egotism  or  abject  depen- 
dency, his  weakness  of  will  and  impressionability,  his  penchant  for 
the  phantastic  and  rumination  in  a  life  of  unreality,  his  chronic 
irritability  and  intolerance  which  are  bound  to  bring  him  in  conflict 
with  his  environment,  without  in  the  least  succeeding  in  attaining 
one's  object  of  producing  in  the  minds  of  these  gentlemen  a 
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clear  conception  of  the  biologic  background  of  a  given  antisocial 
act.  Xot  because  they  are  not  willing  to  see  the  true  facts  in  the 
case,  but  because  what  the  physician  has  told  them  in  these  psychia- 
trically  very  significant  terms,  means  to  them  not  much  more  than 
"hearsay"  in  legal  phraseology.  The  physician  cannot  support  his 
opinion  by  facts  elicited  from  an  objective  examination  of  the  indi- 
vidual, and  his  opinion  never  carries  the  same  implication  as  does 
an  opinion  based  upon  the  observation  of  what  is  considered  to  be 
insane  behavior,  or  as  that  laconically  expressed  in  the  phrase  that 
the  individual  possesses  an  intelligence  of,  say,  eight  years.  That  this 
extremely  balking  difficulty  of  diagnosis  is  inherent  in  the  nature 
of  psychopathy  and  not  in  diagnostic  methods  should  not  be  an 
excuse  for  ignoring  it.  It  would  do  far  greater  credit  to  the 
psychiatrist  and  would  tend  in  an  infinitely  greater  measure  to 
advance  our  knowledge  of  the  subject  to  face  this  diagnostic  diffi- 
culty squarely  and  to  admit  the  great  need  on  the  one  hand  of  a 
clearer  delineation  of  the  traits  of  the  psychopathic  personality  and 
of  the  development  of  more  dependable  methods  for  the  objective 
elicitation  and  detection  of  such  traits,  and  on  the  other  hand,  of 
a  full  recognition  of  the  vital  part  which  a  painstaking  and 
dependable  research  into  the  antecedents  and  past  personal  experi- 
ences of  the  psychopath  plays  in  the  diagnosis  of  his  condition. 

More  precisely,  there  is  needed  a  much  greater  utilization  on 
the  part  of  administrators  of  public  institutions  of  thorough-going 
field  investigations  than  has  been  the  case  heretofore.  The  first 
of  these  requirements  is  fulfilled  in  a  very  large  measure  by  the 
book  under  discussion,  which  is  a  veritable  encyclopedia  of  psycho- 
pathic traits  and  done  with  a  hitherto  unequaled  thoroughness.  As 
might  have  been  expected,  Birnbaum,  too,  fails  to  furnish  us  any 
royal  road  to  diagnosis,  such  as  might  have  answered  the  recent 
query  of  a  group  of  prominent  psychologists  as  to  what  psychological 
tests  might  diagnose  the  psychopath.  But  the  marvelous  system 
of  public  iecords  in  Germany  which  one  may  detect  in  Birnbaum's 
case  material,  must  in  this  country  be  replaced  by  a  greater 
popularization  of  field  investigations,  since  to  depend  upon  the 
personal  account  of  the  psychopathic  criminal  may  well  give  one 
a  valuable  clue  to  his  personality,  but  will  not  produce  that  depen- 
dable record  of  his  habitual  mode  of  reaction  to  environmental 
factors  which  is  so  essential  for  a  convincing  diagnosis  of  psycho- 
pathy. 

Birnbaum's  book  consists  of  three  general  parts.  In  the  first 
part  of  the  book,  after  a  discussion  of  the  well-known  theories  of 
degeneracy  and  its  etiologic  significance  in  psychopathy,  as  well  as 
that  of  the  various  injuries  and  toxins  to  the  germ  plasm,  he 
devotes  some  three  hundred  pages  to  a  delineation  and  evaluation 
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of  the  various  traits  of  character  which  compose  the  very  protean 
picture  of  the  psychopath.  He  undertakes  in  this  part  of  the  book 
the  outlining  of  what  he  terms  "a  psychology  of  the  psychopathic 
criminal"  by  means  of  a  painstaking  delineation  of  the  manifold 
clinical  pictures  of  psychopaths.  Next,  to  define  the  type  of  consti- 
tution and  criminal  personality  which  these  traits  give  rise  to.  the 
form  in  which  these  personalities  come  to  light  in  society :  finally, 
the  conditions  and  circumstances  under  which  they  become  criminal, 
and  the  kind  of  crimes  in  which  they  tend  to  indulge. 

One  justly  shrinks  from  the  attempt  to  bring  within  the  scope 
of  a  review  a  satisfactory  digest  of  the  huge  amount  of  instructive 
matter  embraced  within  this  part  of  the  book,  and  the  conviction 
is  not  at  all  unjustified  that  no  matter  how  well  one  might  succeed 
in  doing  this  the  original  must  suffer.  For  the  difficulty  does  not  lie 
only  in  the  putting  into  a  few  words  of  the  very  detailed  sympto- 
matology descriptions,  but  in  the  fact  that  these  are  given  in  the 
best  perspective  and  in  their  most  natural  setting  in  the  very  rich 
casuistic  material  which  is  contained  in  the  book.  But  case  his- 
tories cannot  be  transcribed  into  a  review. 

.The  author  devotes  separate  chapters  to  such  topics  as  the 
general  emotional  dullness  of  the  psychopath,  his  pathological  incon- 
sistency and  infirmity  of  character,  his  pathological  levity  and  the 
frivolity  of  the  psychopathic  constitution,  the  pathological  degree 
of  impressionability  and  suggestibility  which  makes  of  the  psycho- 
path such  a  ready  victim  of  bad  example  and  guidance,  the  insta- 
bility and  weakness  of  will  which  are  responsible  to  so  large  a 
degree  for  the  lives,  without  goal  or  definite  object,  so  characteristic 
of  the  psychopath,  the  heightened  affectivity,  the  pathological  irrita- 
bility, the  queerness,  oddness  and  pathological  passionateness  of 
these  natures,  the  over-valuations  and  pathological  lusts  and  cravings 
to  which  they  are  slaves,  the  peculiar  affective  dispositions,  impulses, 
trends  and  instincts  which  serve  as  such  strong  directives  of  the 
psychopath's  behavior,  the  various  habituations,  or  rather  manias 
which  seem  to  be  so  essential  to  gratify  the  emotional  cravings 
of  the  psychopath  —  such  as  the  passion  for  gambling,  collecting 
various  objects,  senseless  buying  and  speculation,  the  various  psychic 
compulsions  and  sexual  psychopathies,  or  pathological  sex  trends, 
the  pathological  ego-consciousness  and  paranoidism  which  serves 
so  frequently  as  a  casus  belli  for  serious  conflicts  with  their  environ- 
ment, the  pathological  fluctuation  of  mood  which  is  expressed  now 
in  chronically  and  constitutionally  depressed  and  anxious  natures, 
and  again,  in  constitutionally  manic  personalities,  the  penchant 
for  the  phantastic  and  fear  or  timidity  of  reality,  the  dreamers, 
swindlers,  pathological  liars  and  those  exquisitely  interesting 
and  troublesome  hysterical  natures,  the  querulousness  and  intol- 
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erance,  the  ready  soil  for  pseudo-delusional  or  delusional  inter- 
pretation of  events  which  is  assisted  by  the  great  facility  for  falla- 
cious sense  perceptions,  and  finally,  the  moral  obtuseness  or  moral 
idiocy  which  we  shall  discuss  a  little  more  in  detail,  since  it  is  of 
particular  significance  in  a  work  on  the  criminal. 

The  author  very  aptly  avoids  entering  into  a  detailed  review  of 
the  pros  and  cons  of  the  concept  of  "moral  idiocy."  It  is  to  be 
expected  that  Birnbaum,  who  undoubtedly  possesses  a  keen  insight 
into  psychopathology,  should  abstain  from  subscribing  unqual- 
ifiedly to  the  concept  of  "moral  idiocy"  as  a  nosological  entity. 
What  he  states  is  "the  pathological  moral  defect  in  its  entire  purity 
and  as  a  sole  psychopathic  phenomenon  occurs  only  rarely,  yes, 
perhaps,  only  exceptionally,"  and  the  familiar  case  of  Bleuler  con- 
stitutes a  "unicorn."  Mixed  forms  and  combinations  with  other 
psychopathic  traits  are  the  rule.  , 

The  reviewer  is  still  to  be  convinced  that  one  ever  sees  in  actual 
practice  an  exclusive  and  pure  defect  of  such  hypothetical  psychic 
unitary  attribute  as  "morality."  The  total  lack  of  any  capacity  to 
experience  those  warmer  stirrings  of  the  soul,  those  feelings  of 
altruism  and  sympathy,  the  total  inability  to  place  oneself  in  the 
position  of  another,  to  feel  with  one's  fellowman  in  his  joys  and 
sorrows,  the  total  disregard  of  the  rights  of  others,  the  lack  of  all 
understanding  of  such  concepts  as  truth,  compassion,  charity,  sym- 
pathy, altruism,  in  short,  morality,  the  pleasure  in  the  pain  of 
others  and  in  cruel  torturing  of  defenseless  creatures,  the  lack 
of  any  conception  of  ties  of  friendship  or  even  blood  relation- 
ship, and  the  total  indifference  to  the  opinion  of  others,  etc.,  which 
characterize  the  moral  idiot,  imply  a  kind  of  retarded  development 
and  backwardness  which  finds  its  echo  in  spheres  of  the  mind  other 
than  a  mere  restricted  so-called  "moral  sphere."  The  moral  idiot 
is  idiotic  in  more  ways  than  one  —  and  whether  a  given  idiot  will 
acquire  the  distinction  of  being  a  moral  idiot,  depends  not  infre- 
quently upon  the  kind  of  environmental  contacts  it  has  been  his  lot  to 
experience. 

It  may  add  force  to  our  contention  if  one  were  to  consider  for 
a  moment  how  dangerously  young  and  frail  are  those  various 
acquisitions  of  modern  man  which  we  are  wont  to  include  under 
the  term  "morality"  when  considered  in  the  light  of  the  history 
of  evolution.  The  epidemic  of  moral  idiocy  and  insanity  which 
is  at  this  time  ravaging  the  world  is  undoubtedly  being  justified 
at  the  source  of  the  infection  on  such  high  grounds  as  patriotism, 
loyalty,  devotion,  attributes  which  we  are  wont  to  consider  as 
highly  moral,  in  normal  times. 

After  reading  Birnbaum's  thoroughgoing  description  of  the 
symptomatology  of  psychopathy  one  naturally  expects  to  leave  the 
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book  with  some  workable  classification  of  types  in  mind,  but  the 
author  leaves  this  wish  ungratified.  The  book  is  singularly  free 
from  dogmatic  and  rigid  classifications  and  this  must  be  so  from 
the  nature  of  the  subject. 

The  following  formulations  with  which  the  author  sums  up  the 
clinical  part  of  this  book  are,  however,  of  considerable  help : 

1.  Criminal  behavior  is  not  the  only  and  perhaps  not  even  the 
most  frequent  manifestation  of  the  degenerative  constitution.  The 
psychopath  manifests  also  traits  of  character,  some  of  which  may 
be  of  high  cultural  value.  In  characterizing,  therefore,  an  individual 
as  a  psychopathic  or  degenerative  personality,  one  is  not  to  conclude 
that  because  of  this  he  is  also  a  social  menace  or  even  criminally 
inclined. 

2.  There  is  no  such  thing  as  a  degenerative  criminal  type  in  the 
field  of  psychopathy.  The  many  and  varied  traits  of  the  psycho- 
pathic constitution  lead  at  times  directly,  at  times  indirectly,  to 
criminality.  If  one  desires  to  speak  of  criminal  types,  it  might 
be  stated  that  there  are  numerous,  quite  varying  degenerative  crim- 
inal types.  One  might  mention,  for  instance,  the  moral  idiot,  the 
unstable,  the  emotionally  hyperirritable,  the  impulsive,  etc.  Even 
such  main  types  do  not  frequently  occur  in  pure  form.  Instead, 
various  combinations,  mixtures  and  transitional  states  of  the  various 
traits  of  character  are  also  the  rule  in  the  psychopathic  criminal. 
Nevertheless,  the  various  psychopathic  traits  of  character  possess 
a  varying  significance  as  far  as  their  potency  for  criminal  behavior 
is  concerned.  Traits  of  a  markedly  active  tendency  like  patho- 
logical egotism,  pathological  passionateress,  hypomanic  tempera- 
ment, etc..  or  moral  defectiveness,  or  pathological  impulsiveness, 
play  a  much  greater  part  in  the  causation  of  criminality  than  do 
others,  and  may  render  antisocial,  if  circumstances  are  favorable, 
individuals  who  otherwise  are  indifferent  as  far  as  criminal  ten- 
dencies are  concerned. 

3.  As  may  be,  therefore,  seen,  not  all  criminality  of  the  degen- 
erative psychopathic  types  depends  upon  a  moral  badness  or  an 
inherent  tendency  to  criminality,  not  all  psychopathic  criminals  are 
morally  defective,  or  criminal  natures.  One  may  find  among  them, 
frequently  enough,  people  without  any  moral  defect,  at  any  rate 
without  such  degree  of  moral  deficiency  as  may  strike  one  as  being 
an  important  part  of  makeup.  Their  criminality  does  not  at  all 
depend  upon  immoral  or  unmoral  traits  of  character,  but  upon 
those  which  make  adaptation  to  social  life  in  general  difficult.  This 
is  also  true  to  a  certain  extent  of  the  psychopathic  recidivist,  the 
habitual  criminal,  or  the  so-called  incorrigible  criminal  in  whom 
there  is  by  no  means  always  present  a  degenerative  criminal  anlage 
or  a  far-reaching,  endogenous  antisocial  tendency. 
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4.  Although  in  the  last  analysis  the  criminality  of  the  psycho- 
path arises  from  psychopathic  dispositions,  this  endogenous  factor 
in  itself  may  not  be  of  decisive  significance.  The  external  influences 
may  be  of  far-reaching,  yes,  even  of  determining  significance.  Thus 
unfavorable  influences  of  environment  may  cause  an  antisocial  or 
unsocial  shaping  of  the  character  and  of  the  behavior  in  individuals 
of  socially  indifferent  psychic  characteristics,  an  antisocial  shaping 
which  would  not  have  occurred  otherwise.  Thus  an  accidental 
contact,  an  unfortunate  accumulation  of  unfavorable  environmental 
factors  may  lead  to  an  episodic  disturbance  of  equilibrium  which 
results  in  criminality,  a  type  of  behavior  which  under  average 
circumstances  of  life  would  not  have  taken  place. 

5.  Inasmuch  as  psychopathy,  as  such,  does  not  at  all  signify 
criminality,  one  cannot,  therefore,  speak  of  a  parallelism  between 
psychopathy  and  criminality,  a  parallelism  which  would  lead  one  to 
assert  that  with  the  degree  of  psychopathy,  or  with  the  intensity 
of  the  psychopathy,  the  extent  and  seriousness  of  crime  must 
increase.  Such  a  profound  psychopathic  state,  for  instance,  as  the 
constitutionally  depressed  emotional  state  is  not  of  as  much  impor- 
tance from  the  criminalistic  point  of  view  as  one  so  mild  by  com- 
parison as  is  inconsistency. 

Now,  if,  conversely,  one  endeavors  to  reach  any  deductions  from 
the  criminal  behavior  of  the  individual  as  to  personality,  or  possibility 
of  the  existence  of  a  psychopathic  constitution,  the  following  for- 
mulations of  Birnbaum  may  serve  as  a  guide : 

1.  Crime  and  criminal  tendencies  in  themselves  demonstrate 
nothing  as  far  as  psychopathy  is  concerned,  not  even  prolonged 
criminality,  recidivism  and  habitual  criminality.  Recourse  to 
crime  means  .nothing  in  this  respect,  because  all  of  these  mani- 
festations of  behavior  may  also  occur  in  normal  individuals.  Of 
course,  one  occasionally  sees  that  criminal  behavior  as  well  as 
antisociality  constitute  the  most  clearly  developed,  yes,  even  the 
only  characteristic  and  only  expression  of  an  existing  psychopathy. 

2.  Even  the  seriousness  of  the  crime  does  not  furnish  a  sure 
criterion  for  the  existence  of  a  psychopathic  constitution,  although 
the  fact  cannot  be  overlooked  that  it  is  these  personalities  who 
are  most  frequently  involved  in  the  most  serious  crimes,  such  as 
murder,  °tc. 

3.  The  absence  of  moral  influence  in  connection  with  a  criminal 
act,  or,  in  other  words,  an  endogenously  determined  criminal  be- 
havior, is  no  conclusive  proof  of  a  degenerative  origin,  because 
even  in  the  moral  criminal  it  is  frequently  an  inner  endogenous 
disposition  which  is  responsible  for  the  criminal  act  (affective, 
emotional  crimes,  etc.). 

4.  Juvenile  criminality  although  so  frequent  a  characteristic 
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of  the  degenerative  nature,  is  not  sufficient  proof  of  a  psychopathic 
anlage,  just  as  little  as  is  the  frequently  emphasized  irreforma- 
bility  and  failure  of  the  various  punitive  measures,  because  one 
must  not  forget  that  such  traits  are  also  present  in  the  moral,  habit- 
ual and  business-like  criminal,  if  such  an  individual  happens*  to  be 
born  and  reared  in  an  unfavorable  environment  and  acquires  fixed 
criminal  habits  from  childhood  on. 

5.  Periodic  criminality,  which  occasionally  takes  place  in  psycho- 
paths, and  is  dependent  upon  inner  organic  reasons  (abnormal 
fluctuations  of  mood,  developmental  difficulties,  etc.)  possess  alto- 
gether too  little  in  themselves  that  is  characteristic  and  tangible 
to  justify  considering  them  as  proof  of  a  degenerative  origin. 

Thus,  criminal  characteristics  as  such,  no  matter  of  what  nature 
they  may  be,  never  suffice  in  themselves  to  characterize  an  individual 
as  psychopathic  or  degenerative.  Criminality  in  itself  cannot  with- 
out further  ado  be  considered  as  a  stigma  of  degeneracy. 

One  would  very  much  like  to  continue  with  as  free  and  extensive 
consideration  of  the  two  remaining  portions  of  Birnbaum's  book, 
but  this  would  unquestionably  lead  us  far  beyond  the  natural  limi- 
tations of  a  review.  Besides,  the  remaining  portions  of  the  book 
deal  with  subjects  of  a  strong  local  significance.  Thus,  the  second 
part  deals  with  psychopathy  and  legal  procedure,  and  the  third 
part  with  the  administration  and  care  of  the  criminal  psychopath. 
The  author  devotes  a  considerable  portion  of  the  remainder  of  the 
book  to  a  discussion  of  those  definitely  psychotic  episodes  or  mani- 
festations which  are  apt  to  develop  in  the  psychopath  as  result  of 
his  contact  with  the  law  and  imprisonment;  in  other  words,  with 
various  psychotic  conditions  which  have  been  designated  as  prison 
psychotic  syndromes.  The  author  does  not  add  much  that  is  new 
in  this  connection,  but  it  may  not  be  amiss  to  emphasize  more 
particularly  the  great  role  which  environment  plays  in  eliciting 
these  conditions.  The  reviewer  has  been  for  some  time  past  in- 
clined to  insist  upon  designating  these  conditions  as  prison  psychoses, 
not  because  they  constitute  any  well  defined  nosological  entity,  but 
because  the  prison  milieu  is  of  such  decisive  importance  in  the 
production  of  these  conditions.  He  has  been  strengthened  very 
much  in  this  belief  by  his  experience  of  over  a  year  at  Sing  Sing 
Prison,  where  there  is  a  singular  freedom  from  such  psychotic  reac- 
tions:  in  fact,  only  two  or  three  cases  have  been  observed  thus 
far  of  mental  disease  which  might  be  attributed  to  the  prison 
milieu.  The  reason  for  this  must  be  obvious  to  anyone  who  is 
familiar  with  the  type  of  administration  and  regime  which  exists 
at  Sing  Sing.  Here  the  freedom  from  unnecessary  oppression 
and  suppression  of  the  individual  prisoner,  the  opportunity  for 
self-expression  which  is  offered  him  by  the  various  activities  as 
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a  member  of  a  self-governing  civic  body,  tend  in  an  unmistakable 
degree  to  remove  those  serious  and  chronic  stresses  which  are 
responsible  for  the  psychotic  reaction  in  the  poorly  organized 
psychopathic  personality.  There  is  no  reason  to  believe  that  the 
percentage  of  abnormal  individuals  in  this  institution  is  smaller 
than  it  is  in  other  similar  institutions,  and  yet  the  percentage  of 
mental  disorders  which  develop  within  the  prison  is  very  insignifi- 
cant indeed. 

Before  closing,  the  author  desires  to  express  the  hope  that  some 
enterprising  individual  may  undertake  to  put  Birnbaum's  very 
valuable  book  into  English. 

BERNARD  GLUECK. 


